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Y THE term “cystitis” is meant an inflamma- 
tion of the urinary bladder characterized by 
frequency of urination, painful urination and pus 
‘in the urine. It should be remembered, however, 
that this clinical triad does not always mean cystitis 
per se, and it is because of this fact that a large num- 
ber of errors in diagnosis occur. 

Although cystitis per se in the female — either 
young or old — is an exceedingly rare condition, the 
triad of symptoms generally interpreted as indicative 
of cystitis is extremely frequent in occurrence, with 
the result that the diagnosis of cystitis is often made 
but is rarely substantiated. Many patients who 
present themselves with this symptom-complex are 
incorrectly diagnosed and incorrectly treated, the 
serious organic lesions that are the real cause of the 
condition being overlooked until late in the course 
of the disease, when conservative surgery becomes 
impossible owing to the destruction of vital organs. 

As a matter of fact, to impress these facts on the 
minds of students, I frequently make the statement 
that, in my experience, cystitis in women and chil- 
dren is one of the rarest lesions I encounter, and 
that for purposes of early diagnosis it should be 
assumed that cystitis in the female is nonexistent. 
Furthermore, when symptoms indicative of cystitis 
are present and no improvement occurs within a 
reasonable time after medical treatment has been 
instituted, or when symptoms clear up only to recur 
at a later period, it becomes imperative that the 
patient have a complete physical and urologic ex- 
amination. The most important problem that con- 
fronts one when dealing with this type of case is not 
the administration of this or that drug but the 
making of an accurate diagnosis to determine the 
nature and location of the lesion responsible for 
the symptoms. 


The History 
The importance of obtaining a good history in 
each case of so-called “cystitis” cannot be over- 


*Read at the annual meeting of the New Hampshire Medical 
Society, Manchester, New Hampshire, May 16, 1944. 
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emphasized. An accurate history cannot be ob- 
tained hurriedly by an office nurse, and all too often 
scant attention is given to this. The information | 
obtained generally more than compensates for the 
time and labor expended. 

One must bear in mind that a patient with symp- 
toms of cystitis may be suffering from a lesion in 
some remote part of the body — that the bladder 
symptoms may be an expression of a distant disease 
process. In this category may be placed diseases of 
the blood, such as pernicious anemia. As an ex- 
ample of a patient belonging to this group, the 
following case is presented. 


A 65-year-old woman, 6 weeks before she was seen by me, 
had marked frequency of urination and pain on urination, 
and was told there was pus in the urine. A diagnosis of 
cystitis was made at that time, and treatment consisted of 
internal medication, bladder irrigations with boric solution 
and injections of argyrol into the bladder. The patient con- 
sulted me for the express purpose of having her bladder 
washed out. 

Examination of the urine was negative. The physical 
examination showed the knee jerks to be greatly exaggerated, 
with clonic reactions. Romberg’s sign was positive, and the 
patient walked with some unsteadiness. 

The diagnosis, based on the blood examination, was per- 
rr is anemia with secondary degenerative changes in the 
cord. 


Symptoms may be erroneously ascribed to cystitis 
when they are in truth due to the presence of a con- 
genital anomaly —a condition that in some cases 
can be readily ascertained by careful history- 
taking. The following case illustrates the value of 
obtaining a painstaking history. 


A 27-year-old woman was admitted for the relief of what 
she had been told was cystitis. She stated that she was unable 
to hold her urine, lost urine between urinations and had been 
wet all her life. For the relief of her complaints she con- 
sulted many doctors and received various forms of treatment, 
without relief. The treatment included urethral dilatation, 
applications of silver nitrate to the urethra, instillations and 
manent of the bladder and, finally, dilatation of the 

adder. 

A careful consideration of one of the patient’s statements — 
namely, that she was unable to hold her urine between urina- 
tions — at once suggested the possibility of an ectopic ureter. 
Examination showed the presence of such a ureter just behind 
the external urethral orifice. 


The onset of symptoms of cystitis after a surgical 
operation has great significance. Bladder symptoms 
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following an operation are often attributed to 
cystitis, treatment is instituted without relief, and 
the patient begins a pilgrimage from one doctor to 
another. Fortunate she is if the correct diagnosis is 
eventually established. The patient’s statement 
that the symptoms of the so-called “cystitis” were 
absent before the operation should at once direct 
the doctor’s attention to the possibility that the 
operation was a factor in the bladder disturbance. 

A history of cystitis given by a patient who has 
spent part of her life in a sanatorium for tuber- 
culosis, by one who has had repeated attacks of 
pleurisy or by one with a record of repeated tap- 
pings for pleural effusions must at once arouse sus- 
picion that one is dealing with a case of renal tuber- 
culosis with a secondary tuberculous cystitis. A 
thorough clinical investigation should be made in 
all cases before beginning local treatment. 

In cases in which the patient gives a history of 
recurring attacks of cystitis, one’s suspicion should 
at once be aroused that some underlying factor is 
responsible for the recurring attacks, and it is of 
paramount importance to determine just what that 
factor is. Not until it has been determined should 
treatment be instituted. In a certain number of 
these cases, the recurring cystitis can be traced to a 
pyelitis or to an infected hydronephrosis. 

In some cases of colon-bacillus infection of the 
urinary tract, with symptoms of cystitis, it may be 
possible to obtain a history of disturbance in the 
intestinal tract. As a matter of fact, it is surprising 
how frequently constipation or cathartic colitis is 
the causative factor; hence, the importance of 
directing attention to the intestinal tract before 
instituting urologic treatment is self-evident. 


Physical Examination 


The examination should first be directed to the 
patient as a whole. Although tabes dorsalis is rare 
in women, the presence of an Argyll—Robertson 
pupil, absent knee jerks and the presence of Rom- 
berg’s sign are strong indications that the cystitis 
is one of the manifestations of locomotor ataxia. 

Scars in the neck, the aftermath of suppurating 
cervical adenitis, evidence of active or healed tuber- 
culosis of the lungs and the presence of an ankylosed 
joint or scars over bones, the result of long-standing 
suppuration, must be given very careful considera- 
tion in the interpretation of every case of so-called 
“cystitis.” Nor must it be forgotten that other 
general disease processes are often associated with 
frequency of urination. It is not unusual to find 
during the course of the physical examination that 
the patient suffers from cardiorenal vascular disease, 
as a result of which there is frequency of urination 
both during the day and night. In this group of pa- 
tients, if the urine is free of pus and sterile on cul- 
ture, the relation between the underlying disease 
and the cystitis is perfectly obvious. On the other 
hand if the urine, although grossly clear, shows a 


THE NEW ENGLAND JOURNAL OF MEDICINE 


Sept. 20, 1945 


few pus cells and the culture reveals colon bacilli, 
great care and study are needed to arrive at the 
proper conclusion. 

After the physical examination follows the local 
examination. This should include a careful examina- 
tion of the external urethral orifice and Skene’s 
glands. The urethra should be palpated and the 
strippings examined for pus. A catheterized speci- 
men of bladder urine should be obtained. 

With the bladder empty, one should proceed with 
an examination of the internal genitalia. Vaginal 
discharge, so often present, should be carefully ex- 
amined for the presence of Trichomonas vaginalis, 
which is occasionally found in women who are being 
or have been treated for cystitis. The urine should 
also be examined for this organism. Next in order 
is an examination of the cervix and of cervical dis- 
charge, if present. Finally, a pelvic examination 


should be done. It is surprising how often in this © 


group of cases disease is found in the uterus, tubes 
or ovaries. 

One must be careful, however, not to jump at a 
wrong conclusion and attribute the so-called 
“cystitis” to pressure from an enlarged fibroid, for 
it should be borne in mind that a patient may have 
two lesions, either of which may be responsible for 
the condition. Double lesions are of relatively fre- 
quent occurrence; for example, I saw a patient 
afflicted with a fibroid and an elusive ulcer and 
another with a fibroid and renal tuberculosis. Here, 
as in any other branch of medicine, great care must 
be exercised in the evaluation of the physical ex- 
amination. 

Lesions in and about the anus and rectum are 
often the cause of so-called “cystitis.” This pos- 
sibility must be considered in every case before a 
diagnosis is made. 

Lesions of the bowel, such as diverticulitis with 
peridiverticulitis, may produce bladder symptoms. 
Here again, only too often the diagnosis is 
erroneously made. 


Examination of Urine 


Having obtained a catheterized specimen of blad- 
der urine before the pelvic examination is made, 
one should proceed to a careful urine examination. 


When pus has been found in a voided specimen of a ~ 


woman or girl, nothing other than the examination 
of a catheterized specimen should satisfy the 
physician. 

If the specimen so obtained is negative and a 
tentative diagnosis of cystitis has been made, it is 
imperative that the examination be repeated several 
times. With symptoms of cystitis present, the uri- 
nary examination should determine the presence of: 
albumin, blood (by chemical and microscopic ex- 
amination), pus cells, red cells, casts and crystals. 
The urinary sediment should be examined with a 
methylene blue stain and a gram stain for the pres- 
ence of bacteria. Finally, no examination of the 
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sediment is complete without an examination for 
tubercle bacilli. A part of the catheterized specimen, 
at the time it is obtained, should be sent to the 
laboratory for culture. 

At this point in the examination of the patient, 
an appraisal of the mode of procedure should be 
made. This, I wish to emphasize, is to be inter- 
preted as a consideration of the order in which the 
next steps are to be performed — not as a means 
of avoiding them. These steps must be carefully 
carried out in this group of cases in order to make 
an accurate diagnosis and to determine whether 
one is dealing with a true case of cystitis or with a 
case of so-called “‘cystitis.” 


Roentgenographic Examination 


The x-ray examination may precede or follow the 
cystoscopic examination. A flat plate of the urinary 
tract should be made. In a good many cases this 


is negative; on the other hand, the presence of a_ 


shadow in the juxtavesical portion of the ureter 
compatible with stone, calcifications in the renal 
area due to stone or calcifications due to renal tuber- 
culosis are extremely informative. 

Whether an intravenous pyelogram should be 
made at this time depends on the history and the re- 
sults of the examination up to this point. If it is 
done before the cystoscopic examination, informa- 
tion of great value may be obtained. It is to be 
remembered that errors in interpretation are fre- 
quent and often costly and have led to wrong con- 
clusions. For example, failure of the kidney pelvis 
to visualize does not necessarily mean congenital 
absence of the kidney, nor does it mean that the 
kidney has been destroyed by disease. 


Cystoscopic Examination and Ureteral Catheterization 


The presence or absence of cystitis must rest on 
the result of the cystoscopic examination. If this 
is negative, it is reasonably certain that the patient 
who is referred with a diagnosis of cystitis does not 
have it and further study to determine the cause of 
the symptoms is in order. 

Because cystitis in women and children is rare, 
it is imperative that no patient be treated for this 
condition for any length of time without a cysto- 
scopic examination. Nevertheless, one sees many 
patients who have been treated from one year’s end 
to another without a cystoscopic examination’s 
having been made. Should this examination show 
the presence of an abnormality in the bladder, such 
as a stone, foreign body, tumor or ulcer, the ap- 
propriate treatment can be started at once. 

If on cystoscopic examination the bladder is 
negative, as happens in a large number of cases, 
the upper urinary tract must be investigated by 
means of ureteral catheterization. Ina large number 
of cases the primary lesion is found in the kidney. 
Among the various lesions of the kidney that may 
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be overlooked for a long time because of the presence 
of symptoms of cystitis is tuberculosis. 

It is a well-recognized fact that in cases of renal 
tuberculosis frequency of urination is often the first 
symptom of which the patient complains. Fre- 
quency of urination may be due to the presence of 
tuberculous pyelitis, in which case the cystoscopic 
examination is negative. When the patient is 
finally subjected to a careful urologic examination, 
extensive tuberculosis of the bladder may be found 
and the bladder may be contracted to such a degree 
that even after the kidney has been removed and the 
tuberculosis of the bladder healed, the frequency of 
urination continues because of the limited bladder 
capacity. Drugs and bladder irrigations give no 
relief from the bladder symptoms; in fact, the con- 
dition is often made worse by bladder irrigations. 
When the correct diagnosis has finally been made, 
such extensive changes have taken place in the 
bladder that a complete return to normal bladder 
function is no longer possible. 

After the ureters have been catheterized and a 
specimen of urine taken for a leukocyte count, gram 
stains, routine and tubercle-bacilli cultures and 
guinea-pig inoculations and a phenolsulfonephthalein 
test has been made, a set of retrograde pyelo- 
grams may be taken. Whether this should be done 
depends in part on whether intravenous pyelograms 
were made before the cystoscopic examination, as 
well as on the result of the precystoscopic examina- 
tions of the urine for tubercle bacilli and the cysto- 
scopic findings. If tubercle bacilli are found or 
there is reason to suspect renal tuberculosis, retro- 
grade pyelograms should not be made. 

Some of the lesions that must be considered in 


the differential diagnosis of cystitis are listed in 
Table 1. 


Treatment 


Once the diagnosis of the underlying lesion respon- 
sible for the symptoms has been made, the treat- 


TaBLe 1. Lesions of the Urinary Tract To Be Considered in 
the Differential Diagnosis of Cystitis. 


Urethra: Radium burns 
urethritis Foreign 
Chronic urethritis Cystoce 
Stricture Postoperative distortion 
Diverticulum aria 
Skenitis Ovarian 
olyps Cysts of the parametrium 
Benign tumors Lesions of the tract: 
Carcinoma Fissure 
Prolapse Hemorrhoids 
Bladder Carcinoma of the rectum or colon 
Elusive ulcer ong with or without 
Tuberculosis 
tone Chronic cholecysritis 
Polyps General Disease Processes: 
infestation Nephritis 
on Diabetes mellitus 
Tabes dorsali 
Incrusted cystitis Pernicious anemia, with cord 
Perivesical adhesions changes 


ment is perfectly obvious and needs no detailed dis- 
cussion. It naturally varies, and is as diversified as 
is the list of possible causes of cystitis just presented. 
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During the acute stages and during the first attack 
of acute cystitis, it is important that the patient 
have complete rest in bed. The application of heat 
to the bladder area gives a great deal of relief, and 
hot applications to the suprapubic area are in order. 
They may be fortified with hot-water bags; in addi- 
tion, hot vaginal douches with a weak solution of 
bicarbonate of soda are provocative of good results. 
Attention to the bowels should consist of laxative 
foods or mild drugs. Purging is always contra- 
indicated. During the acute stages sedative drugs 
may be indicated in the form of tincture of hy- 
oscyamus and potassium bromide. In some such 
cases rectal suppositories containing belladonna 
and opium give a great deal of relief. 

I do not use local treatment, such as instillations 
and irrigations, during the acute stages. The pa- 
tient is made much more comfortable by thorough 
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alkalinization of the urine, and for this purpose I 
prescribe potassium citrate of potash and potassium 
acetate and small doses of bicarbonate of soda. I 
prefer to have the patient on an alkaline regime for 
a week or ten days, at which time urinary anti- 
septics, such as urotropin, are administered. It 
must be remembered that the urine must be acid 
during the administration of the urotropin. Most 
of the cases of so-called “acute cystitis” are self- 
limited, and on this program the patient makes a 
complete recovery. 

If this program fails to relieve the symptoms, or 
if the symptoms are relieved but recur, it becomes 
necessary to determine the underlying pathologic 


factors responsible for the recurring attacks of 


cystitis. When these have been found, the treat- 
ment becomes self-evident. 


GLYCOSURIA AND HYPERGLYCEMIA ASSOCIATED WITH ACUTE MENINGITIS 
Report of a Case : 
Capt. Joun J. Feperer, M.C., A.U.S.* 


ECAUSE of the many articles in the recent liter- 
ature on various manifestations of meningitis, 
undoubtedly stimulated by the excellent results of 
chemotherapy, on the Waterhouse-—Friderichsen 
syndrome, with involvement of the adrenal glands, 
and on the evidence of abnormal carbohydrate 
metabolism frequently encountered in lesions of the 
adrenal glands and the hypothalamus, it is thought 
worth while to present the following case. 


A 22-year-old soldier was admitted to a station hospital 
on June 30,: he past history disclosed no unusual 
diseases, except for measles, mumps and pneumonia in child- 

. The parents, two sisters and a brother were living and 
well, and no family history of tuberculosis, diabetes, cancer 
or mental illness was elicited. The patient had been well until 
2 days before admission, when he complained of generalized 
aches and pains, i a splitting headache and within 
12 hours became mentally confused. 

Examination on admission disclosed a well nourished, 
muscular man who was irrational and violent. Both pupils 
were dilated, and a distinct sweetish odor on the breath and 
a marked degree of nuchal rigidity were evident. No ptosis 
of the lids, squint, nystagmus or facial paralysis was found. 
Nowhere on the skin or mucous membranes were there an 
purpuric lesions or ete 986 There was considerable red- 
ness and injection of the pharynx, uvula and tonsillar tissue, 
but no membrane formation. 

Expansion of the chest was equal and symmetrical, and 
both lung fields were clear and resonant. The heart sounds 
were regular and of good quality, with no murmurs or arrhyth- 
mia. The pulse was 84, and the blood pressure 104/74. The 
abdomen was soft and without masses, tenderness or spasm. 
The liver edge was at the costal margin, and the spleen was 
not palpable. Deep tendon reflexes were present, and bilateral 
Kernig signs were demonstrable, as well as Brudzinski signs. 
Selnal euncears revealed an extremely cloudy fluid under in- 
creased pressure (100 drops a minute) and containing 18, 
cells per cubic millimeter, with 90 per cent polymorphonuclear 


*Member of staff, St. Mary’s Hospital, Hoboken, New Jersey (on leave 
of absence). 


leukocytes. No organisms were seen on direct smear, and 
the sugar level was slightly below normal (30 mg. per 100 cc.). 
The red-cell count was 4,650, and the hemoglobin was 

5.5 gm. The white-cell count was 21,000, with 89 per cent 
neutrophils, 9 per cent lymphocytes and 2 per cent mono- 
nuclear cells. Blood and spinal-fluid cultures were done and 
were reported to be negative. A catheterized urine specimen 
showed a ++-+-+ test for sugar and a +-+ test for acetone. 
The blood-sugar level was 270 mg. per 100 cc. A tentative 
diagnosis was made of meningitis, probably meningococcal, 
by diabetes mellitus. 

The patient was first given 5 gm. of sodium sulfadiazine in 
200 cc. of distilled water intravenously and 4 hours later 2 gm., 
with 2 gm. of sodium bicarbonate, by mouth. He could not 
be induced to take a second dose by mouth, so the sulfa- 
diazine was given intramuscularly every 4 hours. He also 
immediately received 15 units of insulin. Six hours later 
another catheterized urine specimen still showed a ++-++ 
test for sugar but not acetone. At that time there was given 
an infusion of 1000 cc. of 5 per cent glucose, covered with 20 
units of insulin, and an additional 10 units of insulin was given 
later because of the persistent glycosuria. ' 

Within 18 hours after admission, the patient began to 
become rational. The blood-sugar level dropped to 117 mg. 
and remained between 97 and 116 mg. Within 72 hours the 


urine became sugar-free without any further insulin and _ 
general improvement was evident. At no-time was it pos-. 


sible to demonstrate any organism, either by direct smear or 
from cultures. Within 12 hours after admission the blood 
sulfadiazine concentration (Marshall method) was 8 mg. per 
100 cc., and it was maintained at 12 mg. for the next 5 days. 
On the 6th day, the patient complained of a sharp pain radiat- 
ing from the left renal area down to the bladder. Since numer- 
ous sulfadiazine crystals and red cells were noted in the 
urinary sediment, alkalization was intensified, and the 
drug was stopped for 24 hours. No further trouble was ex- 
perienced from this source. The blood chloride was 417 mg. 

r 100 cc. The blood pressure gradually rose to a more or 
ess constant reading (124/70). A glucose-tolerance test, 
using 100 gm. of glucose, on the 7th hospital day gave the 
following blood-sugar levels: fasting, 110 mg. per 100 cc.; 
¥% hour, 142 mg.; 1 hour, 152 mg.; and 2 hours, 112 mg. In 
a repeat test on the 14th day, the corresponding figures were 
102, 140, 150 and 100 mg.; and in another on the 25th day, 
they were 104, 144, 152 and 106 mg. 


| 
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Convalescence was characterized only by a profuse herpes 
simplex about the upper lip and nose. On discharge 27 days 
after admission the patient was symptom-free and had no 
apparent sequelae. The blood-sugar level was 104 mg. per 
100 cc., and the urine was sugar-free. 


Discussion 


In a series of 50 consecutive cases of meningitis, 
excluding those with meningococcemia but without 
signs of meningeal irritation, this case alone pre- 
sented the complications of glycosuria, acetonuria 
and hyperglycemia. In the light of the recent 
literature, the question arises whether this transient 
pseudodiabetic condition was caused by some adrenal 
imbalance or hypothalamic lesion, with interference 
of the carbohydrate metabolism. 

Duncan, Semans and Howard* reported a case 
of abnormal carbohydrate metabolism with hyper- 
glycemia and hypertension in a patient with an 
adrenal tumor (pheochromocytoma) who was treated 
over a period of years in the Diabetic Clinic of 
Johns Hopkins Hospital. On removal of the tumor, 
all evidence of diabetes disappeared. It is well 
known that the adrenal glands are the sites of 
hemorrhage in the frequently fatal cases of the 
Waterhouse-Friderichsen syndrome. This patient 
had never had any signs or symptoms of hyper- 
glycemia prior to his infection, and had no history 
of diabetes. If he had had a subclinical diabetes 
stirred into activity by the overwhelming infection, 
it is likely that the condition would not have dis- 
appeared when thé meningitis was arrested. Sub- 
sequent glucose-tolerance tests have shown no ab- 
normal levels. The blood-chloride level was also 
normal. At no time did the patient present any 
signs of a fulminating Waterhouse—Friderichsen 
syndrome, and if the disturbance was not hemor- 
rhagic, this carbohydrate imbalance is difficult to 
explain. A toxic depression of the adrenal function 
should have been accompanied by other signs, but 
it is most unlikely that this would have been favor- 
ably influenced by chemotherapy alone. It is also 
hardly likely that any pancreatic disease would 

*Duncan, L. --. Jr., Semans, J. H., and Howard, J. E. Adrenal medul- 


lary tumor eochromocytoma) and diabetes mellitus: 
of diabetes after removal of tumor. Ann. Int. Med. 20:815-821 
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have been so short lived, for injured islands are 
notoriously slow in healing. 

One other mechanism for the production of hyper- 
glycemia must be considered, that described by 
Claude Bernard in 1855. He punctured the floor 
of the fourth ventricle in an anesthetized animal 
and observed that this procedure produced a pro- 
longed gylcosuria. Donnoffer and Macleod found 
that injury to the pons or the medulla is necessary 
for the production of hyperglycemia following de- 
cerebration. The fact that lesions in the hypo- 
thalamus may cause glycosuria has been appreciated 
for some time. Aschner, in 1912, reported serious 
disturbance of the carbohydrate metabolism follow- 
ing lesions in this body. Other workers have shown 
that stimulation of the posterior hypothalamic 
nuclei produces a hyperglycemia through a dis- 
turbance of the synfpathetic nervous system. There- 
fore, a transient lesion in this portion of the brain 
must also be admitted as a possible cause of the 
complication described in this case. 


SUMMARY 


A case of acute meningitis is presented in which 
there were hyperglycemia, acetonuria and glyco- 
suria. A satisfactory explanation for these com- 
plications remains a matter of conjecture. 
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CLINICAL NOTE tients requiring tidal drainage falls to the lot of in- 

widublbeas terns, with supervision by members of the visiting 
staff. In view of these circumstances it seemed that 
a simple apparatus that could be maintained in an 


A ONE-PIECE MUNRO TIDAL-DRAINAGE 


APPARATUS assembled state would allow relatively inexperienced “ 
* interns to avail themselves more readily of this use- 
ful technic in patients with cord bladder, incon- 
SPRINGFIELD, MASSACHUSETTS ‘tinence and so forth or with urinary infections in 


which benefit would be derived by constant irri- 
HE purpose of this report is to illustrate a gation with antiseptic solutions. Instead of being 
Munro tidal-drainage apparatus in use at the assembled from odds and ends, —a condition that 
Springfield Hospital. This hospital is one of 280 still prevails in some large clinics, — this apparatus 


Ficure 1. Tidal-Drainage Apparatus. 

The frame is made of steel. A fixed platform supports the can containing the irri- 
gating fluid (a graduated glass container is preferable but was unattainable). The 
two glass tubes are clamped to an upright measuring stick, which can be raised or 
lowered in a slot in the frame, being held in any one place by a clamp. The upper 
end of one of these tubes is turned down at an angle, to permit an overflow durin 

stometrography. The holder for the ouilet tube 1s removable and can be attache 
through any of several holes in the frame, to permit overflow at the desired point on 
the scale. This projecting part acts to protect the glass tubing in handling and trans- 
porting the apparatus. The platform holding the overflow bottle is adjustable. 


beds, is nonteaching and is without a neurosurgical (Fig. 1) is maintained in such a state that an intern 
service. Thus, the responsibility of the care of pa- need simply suspend it on the bed, attach the Y tube 
*Assistant visiting surgeon, Springfield Hospital. to the catheter, provide the irrigating fluid and 
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regulate the rate of entry of fluid into the bladder 
and the level at which overflow occurs. 

This apparatus has been found to increase the 
frequency with which the average intern avails 
himself of tidal bladder irrigation. The provision 
for having the apparatus entirely free of the floor 
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and firmly fixed to the bed has proved to have prac- 
tical advantages. It can be moved as one piece and 
there are no parts to be reassembled or perhaps lost. 
The apparatus was assembled at the Springfield 
Trade School, the cost of the materials being $1.25. 
121 Chestnut Street 
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PHYSIOLOGY (Concluded) 
Hesset E. Horr, M.D* 
MONTREAL, CANADA 


Carpiac Output In Man 

Methods for estimation of- cardiac output in 
man have been reviewed by Hamilton,” who 
suggests that standards at present generally ac- 
ceptable will probably be revised upward in the 
future. These standards have been established 
largely through the careful estimation by Grollman* 
of the cardiac output in 50 normal young adults 
in the basal resting condition and in a large number 
of other subjects in a wide variety of physiologic 
and pathologic conditions. The method employed 
has been the rebreathing of a mixture of acetylene 
and oxygen for a variable period as long as 23 sec- 
onds, with analysis of the content of the bag at 
two points to give, after correction for volume 
changes, the relative rates of disappearance of 
oxygen and acetylene. Knowing the solubility of 
acetylene in blood, the amount of acetylene ab- 
sorbed per liter is calculated for the partial pressures 
prevailing in each experiment, and from the ratio 
of oxygen disappearance to acetylene disappearance, 
the amount of oxygen absorbed per liter of blood 
passing through the lungs can be calculated. The 
oxygen consumption per minute is divided by this 
figure, which is the arteriovenous oxygen difference 
of the Fick calculation, to give the cardiac output. 
Grollman’s average cardiac output at the basal 
level was 3.87 liters per minute, with extremes of 
2.96 and 4.61 liters. The average cardiac index, 
or output per unit of body surface, came to 2.21 
liters per square meter per minute, with extremes 
of 1.90 and 2.49 liters. 

An apparently major source of error in the method 
is the matter of recirculation of blood. If blood 
containing acetylene returns to the lungs during 
the period between samples, the actual volume of 
acetylene carried away is less than that calculated, 
and in consequence the arteriovenous oxygen dif- 
ference is proportionally too large, and the cardiac 
output too small. When the period of rebreathing 
is limited to 10 seconds, which presumably marks 

*Joseph Morley Drake Professor of Physiology, McGill University. 


the time when recirculation from such short circuits 
as the coronary vessels begins, considerably higher 
values are obtained,™-?5 but there is as yet no ade- 
quate study by this technic in a series of normal 
individuals in the basic state to compare with 
Grollman’s data. The necessity for some upward 
revision in basal cardiac outputs is indicated by 
data which show with little doubt that in the basal 
condition renal blood flow alone may amount to 
1.3 liters per minute.”® 

The problem has recently come much closer to 
solution with reports by Stead’s collaborators?* and 
by Cournand and his coworkers,?? who have em- 
ployed the direct Fick principle in males in the 
basic state. The arteriovenous oxygen difference is 
estimated by comparison of the oxygen content of 
arterial blood, obtained by arterial puncture, and 
of mixed venous blood, obtained from a catheter 
threaded through an arm vein into the right ventri- 
cle. Excluding determinations in subjects with 
pulse rates of 82 or above, cardiac indices ranging 
from 2.3 to 4.1 liters per square meter per minute 
were obtained by Stead’s group, with an average 
of 3.3 liters. The average index of those subjects 
exhibiting signs of anxiety was 5.5 liters. Cardiac 
outputs in the entire series ranged from 4.2 to 14.8 
liters. The other group reports cardiac indices averag- 


‘ing 3.12 Jiters per square meter per minute, the 


average pulse rate being 60. It is probable that 
more rigid control of the question of anxiety must _ 
be demanded before these values can be accepted 
in place of the much lower standards hitherto es- 
tablished, the procedure not being one that can 
be faced by any great number of persons with com- 
plete equanimity. The adequacy of mixing of 
venous blood in the right auricle and ventricle 
must also be established.** The swing to an ampler 
figure predicted by Hamilton has, however, begun. 


REFLEX DyspneA 


Two recent studies serve to emphasize the con- 
tinuing search for a satisfactory explanation for 
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the dyspnea of heart failure. Mills?® has noticed 
that the sudden release of blood occluded in a limb 
by a pneumatic cuff produces a transient hyperpnea 
in the majority of normal subjects. When ether 
or cyanide is injected into an occluded vein before 
release of the cuff, the hyperpnea begins approxi- 
mately 2 seconds before the ether or cyanide is 
smelt, and 6 to 12 seconds before the second bout 
of hyperpnea that occurs when the cyanide reaches 
the carotid sinus. Making allowances for the latency 
between the arrival of blood containing ether or 
cyanide in the pulmonary capillaries and the sensa- 
tion of smell, Mills concluded that the hyperpnea 
occurred coincidentally with the arrival of blood in 
the pulmonary capillaries, and suggested that it 
was due to a reflex from pressoreceptors in the pul- 
monary vascular bed. Mills calls attention to earlier 
observations establishing a relation between respira- 
tory rate and venous pressure, in which intravenous 
infusions of blood or saline solution, or raising and 
lowering the limbs in congestive failure, or perfusion 
of the pulmonary circulation at an increased rate, 
produced hyperpnea.*® This hyperpnea fails to 
occur, or is at least almost completely abolished, 
following section of the vagus nerves, and its oc- 
currence has been attributed to stimulation of 
receptors in the pulmonary vascular tree or, possibly, 
in the bronchial system.*» 

In the other study, that by Altschule, Iglauer and 
Zamcheck,** * observations on cardiorespiratory 
interrelations were continued. They studied 4 
patients with obstruction of the superior vena cava 
who showed minute respiratory volumes ranging 
from 7.72 to 13.3 liters, with an average of 9.99 
liters. Alveolar carbon dioxide values at the time 
of obstruction ranged from 4.01 to 5.1 per cent, 
with an average of 4.58 per cent. After improve- 
ment, following irradiation of the occluding tumor 
or spontaneously, the ventilation rate fell to from 
5.86 to 7.2 liters per minute, whereas alveolar 
carbon dioxide values rose to from 5.18 to 5.55 
per cent. The authors are inclined to ascribe the 
hyperpnea in these cases to stasis in the respiratory 
center. 

In both the experiments of Mills and the cases 
of Altschule et al., another possibility exists that 
has not adequately been ruled out, namely, that 
the hyperpnea in both cases is due to a reflex initi- 
ated by increased pressure in the great veins and 
right auricle. This appears to have been suggested 
first by Harrison and his coworkers** from analogy 
with the Bainbridge reflex. These workers inflated 
balloons inserted into the superior vena cava and 
produced hyperpnea, which was abolished by 
bilateral vagotomy. It is reasonable to suppose 
that if the hyperpnea in this instance were the 
result of central stasis, it would have been unin- 
fluenced by vagotomy. The experiment has recently 
been repeated and confirmed by Megibow, Katz 
and Feinstein,®® who have added a further refine- 
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ment in technic by employing an ingenious umbrella- 
like expander by which the vessel can be stretched 
without obstruction to blood flow. When this 
instrument is employed in place of the balloon, 
which occludes as well as expands, hyperpnea may 
be produced with equal facility. Although these 
observations do not rule out the possibility that 
pulmonary congestion and medullary stasis operate 
to produce the hyperpnea in congestive heart failure, 
they direct attention to another factor that must 
be considered. The degree to which any one of 
these three factors may be responsible, however, 
remains to be determined. 


NEGATIVE PREssuRES FROM C1L1ARY ACTION 


The experiments of Hilding*’~*® throw new light 
on the problem of the pressure changes that occur 
in the sinuses and in the lungs when the ostium or 
a bronchiole becomes plugged with mucus. Accord- 
ing to the conventional view, the pressure falls as 
the oxygen trapped within the sealed-off cavity is 
absorbed by the blood circulating through the lining 
of the sinus or in the capillaries of the alveoli. For 
this reason it is often considered inadvisable to 
permit a patient to leave the operating room after 
being ventilated with a high concentration of oxygen 
without first inducing deep breathing with a gas 
mixture having a more normal oxygen content, 
with a view to increasing the nitrogen content of 
the alveolar air and thus diminishing the possibility 
of complete absorption of the gas in the alveoli and 
consequent atelectasis if a bronchus or bronchiole 
becomes blocked. Without denying the possibility 
that this process does take place, Hilding has shown 
that significant pressure changes may be produced 
by ciliary action. Experimenting first with the 
excised trachea of the hen, Hilding found that when 
the tube was completely obstructed by a plug of 
mucus the plug was moved along by ciliary action 
and, acting like a moving piston, could produce 
negative pressures behind the plug equivalent to 
from 4 to 40 mm. of water, and could create a posi- 
tive pressure ahead of the plug as high as 30 mm.. 
In the sinuses of the dog, negative pressures as 
low as 66 mm. could be produced by obstructing 


the ostium by several cubic centimeters of mucus , 
collected from the trachea. The experiment suc- . 


ceeded equally well after decapitation, when all 
circulation within the walls of the sinus had stopped, 
without impairment of the efficiency of the ciliary 
mechanism for some considerable time. 


RESUSCITATION 


Comroe and Dripps*® call attention to the growing 
importance of resuscitation, which they attribute 
to the great numbers of persons who are exposed 
to the risk of drowning through the hazards of war, 
the increasing number of patients who face the 
danger of respiratory arrest and circulatory failure 
through the growing employment of intravenous 
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barbiturate anesthesia and the introduction of new 
methods of resuscitation, which compel a thorough 
review of the efficacy of methods heretofore in vogue. 
Appropriately, therefore, Fisher! reviews the prob- 
lem in the valuable compilation Medical Physics. 
The aims of resuscitation ‘are twofold, according 
to Hemingway and Neil.” In the first place arti- 
ficial respiration attempts to maintain an adequate 
pulmonary ventilation, primarily by passive ex- 
change of air and eventually through the revivifica- 
tion of the respiratory center and the resumption 
of spontaneous respiratory movements. In the 
second place resuscitation should restore the trans- 
portation of blood gases to and from the lungs. 
The latter phase is essentially directed toward the 
restoration of cardiovascular efficiency. Its impor- 
tance is emphasized by Thompson and Birnbaum“ 
in a paper on asphyxial resuscitation. They call 
attention to the existence of four stages in the de- 
velopment of asphyxia from tracheal obstruction: 
the phase of initial apnea, when the breath is held 
and blood pressure mounts; the phase of dyspnea, 
when vigorous breathing motions occur and the 
blood pressure continues to rise; the phase of terminal 
apnea, with falling blood pressure; and cardiac 
arrest. If the obstruction is removed before the 
middle of the third phase, spontaneous recovery is 
possible, but if asphyxia is carried beyond this point 
resuscitation is required. During this period, and 
until cardiac arrest takes place, rhythmic inflation 
and deflation of the lungs with nitrogen brings 
about a marked and prolonged rise in blood pres- 
sure, during which respiratory movements may be 
resumed, so that if oxygen is readmitted, recovery 
occurs without artificial respiration. The phenome- 
non does not occur if both vagus nerves are sectioned, 
which suggests that the cardiovascular response is 
due to afferent stimulation from the lungs, appar- 
ently from stimulation of the Hering—Breuer and 
other afferent nerves by the rhythmic expansion 
and deflation of the lungs. Denervation of the 
carotid sinuses and bodies reduces but does not 
abolish the response. It is therefore apparent that 
re-establishment of blood pressure and circulation 
in the medulla plays an important part in the re- 
sumption of respiration, and that methods of resusci- 
tation cannot be judged solely by the minute volume 
of respiration that can be maintained by their use. 
The criteria for judging methods of artificial 
respiration must also include the rapidity with 
which the method can be placed in operation. This 
is important in light of observations that the chances 
of reviving a person after primary respiratory 
failure are 100 per cent if respiration has just ceased, 
97 per cent if respiration has stopped one minute, 
92 per cent if arrested for two minutes, 75 per cent 
for three minutes, 50 per cent for four minutes, and 
25 per cent for five minutes.4° Methods embodying 
this requirement are simple mouth-to-mouth in- 
sufflation, respiration by means of a hand bellows, 
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pressure on the rebreathing bag, intratracheal in- 
sufflation or the use of a commercial respirator in 
an operating room where the proper apparatus is 
available and, finally, manual resuscitation by the 
Schaefer or Silvester method. There is the greatest 
danger in failing to apply simple manual measures 
while awaiting the arrival of mechanical devices. 
The Eve method~* of resuscitation deserves 
an important place among the manual methods, 
employing as it does apparatus that can be im- 
provised rapidly while resuscitation is progressing 
with the Schaefer or Silvester method. This pro- 
cedure, which entails rocking the subject through 
an angle of 45 to 90° at a rate of ten to fifteen times 
a second, employs the weight of the abdominal 
viscera as a piston to move the diaphragm up and 
down the thorax. Thus it has a theoretical superior- 
ity over the Schaefer method; the latter depends 
for inspiration on the elastic recoil of the chest, 
which fails progressively in the nearly drowned 
and may be entirely absent after ten to fifteen — 
minutes. Eve’s“ own words are worth quoting: 


Formerly I regarded the breathing thorax as a concertina- 
bellows; my present work suggests that it resembles rather 
a cylinder and piston. In older men the cylinder wall is 
often rigid and is scarcely used in respiration at rest. Hence 
in artificial respiration it seems much better to exploit the 
piston action of the diaphragm rather than to try to com- 

ress the rigid walls of the cylinder — leaving the piston - 

apping passively up or down and thus frustrating much 
of one’s effort to squeeze air in and out of the trachea. 


The relative effectiveness of the several technics 
is not entirely clear. The Schaefer, Silvester and 
Eve methods all are fairly effective in so far as tidal 
volume of respiration is concerned,!® although the 
Silvester method appears to be somewhat superior 
to the Schaefer method in some circumstances,‘” 
and the Eve method rather more effective than the 
other two, to such a degree that rocking at a rate 
greater than fifteen a minute is interdicted because 
of the possibility of hyperventilation. Apparently, 
however, the chief advantage of the Eve rocking 
method is that cardiac output is improved when 
it is employed. In experiments on dogs anesthetized 
with Nembutal to the point at which respiration 
ceased, cardiac output as measured by the Fick 
method was approximately 25 per cent greater 
when the rocking method was employed than when 
thoracic compression was depended on for respira- 
tion (1218 cc. per minute with the Eve method 
as compared with 979 cc. with the Schaefer 
method).#2 Although the respiratory volumes were 
rather more markedly augmented (1250 and 950 cc. 
per minute by the rocking method as compared 
with 620 and 580 cc. by the Schaefer method), it 
is likely that the improvement in cardiac output 
is a result of improvement in venous return when 
the body is rocked. 

No discussion of .resuscitation can avoid the 
question of the efficacy of mechanical respirators 
in which alternate negative and positive pressures 
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are exerted on the respiratory cavity, especially 
after their vigorous condemnation by Henderson.*® 
Certainly it is true that no time should be lost in 
instituting any method of proved usefulness while 
preparing for the transfer to a more effective or 
less tiresome method. The Schaefer method is in 
many, if not most, circumstances the method of 
choice,* #5 4° although the Eve method has been 
employed successfully in a lifeboat at sea.4® Mouth- 
to-mouth insufflation and pressure on the oxygen 
bag of the anesthetic apparatus are simple and 
readily available methods in some circumstances,°° 
and small concertina-bellows may be employed as 
a modification of the fireside bellows first employed 
by Vesalius for artificial respiration in animals.*! 
Henderson is almost certainly correct in interdicting 
the use of mechanical respirators —or manual 
respiration, for that matter — once spontaneous 
breathing has started. 

There is, however, not a little evidence that 
alternate suction and pressure may be effective in 
resuscitation. Hemingway and Neil‘ noted that 
cardiac output during respiration with a pump 
(probably intermittent positive pressure) was as 
effective as the Eve method in maintaining a high 
cardiac output. Birnbaum and Thompson®! em- 
ployed rhythmic alternate negative and positive 
pressures (equivalent, respectively to 9 and 14 
mm. of mercury) in producing asphyxial resuscita- 


tion and found that the suck-and-blow method - 


employing oxygen. was the most effective method 
of resuscitating anesthetized dogs asphyxiated by 
obstruction. Coryllos® reports that, after the 
development of the third stage in asphyxia (apnea 
with falling blood pressure), manual resuscitation 
loses its effectiveness because of loss of muscle tone 
and that forcible insufflation is the only effective 
measure. No evidence of damage by the method 
was found in experimental and clinical cases. Ross® 
has collected data on 66 cases of successful resusci- 
tation by the alternate sucking and blowing respira- 
tor, which include 33 newborn infants, and in no 
case was evidence of injury noted. Thirty-three 
cases of successful resuscitation by the Schaefer 
method are also presented, and there are again no 
reports of damage by the method. In no case was 
there revival if more than fifteen minutes inter- 
vened between respiratory arrest and the institu- 
tion of resuscitation. 

On the other hand, there is the observation of 
Holt,* who permitted dogs to breathe spontane- 
ously from spirometers filled with air under positive 
(18 to 16 mm. of mercury) or negative (8 to 16 mm. 
of mercury) pressure. Cardiac output, as measured 
by the Fick or a modified Stewart method, de- 
creased on the average of 33 per’cent with positive 
pressure and changed extremely little with negative 
pressure. The conditions in these experiments hardly 
permit one to draw, conclusions applicable to arti- 
ficial respiration. Marcotte et al.5° report the 
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development of extensive subcutaneous emphysema 
after inflation of the lungs in man with a positive 
pressure equivalent to 12 mm. of mercury. The .. 
same observers note the development of emphysema 
in cats after exposure to positive pressures equiv- 
alent to 16 to 20 mm. of mercury and in the 
dog after inflation to a positive pressure of 
24 mm. or over; a fall in blood pressure was noted 
after an increase beyond 14mm. _ Beecher, Bennett 
and Bassett** observed a rise in venous pressure, a 
fall in systolic, diastolic and mean arterial pres- 
sures, a decrease in blood flow in the femoral and 
carotid arteries and in the superior mesenteric veins 
and a slowing of respiration when anesthetized dogs 
were exposed to a mean intratracheal positive pres- 
sure equivalent to 10 mm. of mercury. This altera- 
tion in respiratory and circulatory dynamics is 
without significance in normal animals but may be 
the cause of death in shocked animals. Rasmussen 
and Adams*? noted that periodic inflation of the 
lungs with pressures equivalent to 20 to 50 mm. of 
mercury at a rate of 28 per minute lowered blood 
pressure to the point of cyanosis, and was followed 
by embolism and hemorrhage in 2 out of 9 dogs. 

It is therefore probably justifiable to conclude 
that, despite possible dangers that have not been 
unequivocally demonstrated, mechanical respirators 
of the suck-and-blow type are useful when properly 
employed in the right circumstances, which would 
appear to warrant further studies of the procedure. 
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PROCEEDINGS OF THE ONE HUNDRED AND FIFTY-FOURTH ANNIVERSARY 
House of Delegates, May 14 and 15, 1945 (Concluded) 


The report of the Committee on Medical Pre- 
paredness was then presented by Dr. Smith. 


Report of the Committee on Medical Preparedness 


During the past year only a few additional physicians 
have been commissioned in the armed forces. With the 
return of medically discharged officers to civilian practice, 
other physicians will be declared available and urged to 
apply for commissions in the Navy, which urgently needs 
doctors. 

As this report is being written, Selective Service occu- 
pational deferment affidavits are being obtained on all 
essential physicians under thirty-eight years of age. 

e number of inquiries regarding practice in New 
Hampshire from doctors in service is gratifying. The 
number of men and women establishing practice in our 
state at the present time, however, is small — far from 
sufficient to counteract the loss from death and disability. 
As a result, the situation in some localities is becoming 
quite acute. There can be little or no relief for the present, 
since discharges from the Army to care for the civilian 
population are difficult to obtain. 


Deerine G. Situ, Chairman 

zra A. JONES 

CarLeTon R. 

Dr. Robinson said that the Committee on Of- 

ficers’ Reports wished to congratulate the members 

of the Committee on Medical Preparedness for 

their present and past accomplishments in this 

exceedingly difficult and delicate task. It was 

hoped, by world circumstance, that their further 

activities might soon become unnecessary. He 

moved the acceptance of this portion of the report, 

and the motion was duly seconded and carried. 

The report of the Committee on Mental and 

Social Hygiene was then presented by Dr. Baker. 


Report of the Committee on Mental and Social Hygiene 


The agencies in behalf of social and mental hygiene in 
New Hampshire have changed little since our last report. 
Their accomplishments, however, have been gravely 
hampered by want of personnel. The state institution, so 
deficient in staff members that it cannot do its necessary 
work, can hardly undertake extramural activities. As 


mentioned in the last report of this committee, the amount 
of extramural work undertaken by the staff of the State 
Hospital should either be recognized and financially sup- 
ported as an approved activity of that institution or pro- 
vided for separately as an approved activity disconnected 
from the institution. 

It may be no information to mention the fact that all 
state institutions have been carrying on as best they can 
with some loss of efficiency, and some loss of the high 


_ standards maintained when more help was available. 


The twenty-fourth biennial report of the State Depart- 
ment of Health covers many subjects of social hygiene 
that for the sake of brevity are not mentioned here. 

e€ nervous system of any human being will break 
under sufficiently severe and prolonged strain. War subjects 
thousands to these severe prolonged stresses. Many men 
are returning with nervous systems as badly injured by 
such stresses as other parts of the body would be by shrap- 
nel. It is to be regretted that there are not available more 
physicians with experience and understanding of mental 
and nervous derangements. The escape from fear and 
anxiety and the return to normal human conditions and 
familiar occupation will help many of these men to recover. 
Many, however, would be greatly benefited by a larger 
number of physicians wise in the ways of the mind. 


B. W. Baker, Chairman 
Joun B. McKenna 
Simon STONE 


Dr. Robinson said that the Committee on Of- 


ficers’ Reports was confident that it voiced the 
reaction of the House of Delegates in taking recog- 
nition of the excellent character of the service 
rendered to the State through its people who are 
mentally ill by those public institutions delegated 
to their care. He moved the acceptance of this 
portion of the report. The motion was duly sec- 
onded and carried. 


Dr. Robinson then spoke as follows: 


It is the considered opinion of your committee that the 
stresses of war on the nervous systems of our people, both 
military and civilian, will multiply a thousandfold, a 
problem that, even before this cataclysm, has had no 
adequate answer in New Hampshire, namely, the proper 
pozeninerie aid to people mentally ill but not insane or 
eeble-minded. 

We suggest that the Committee on Mental and Social 
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Hygiene be directed to make a proper study of this situa- 
tion, unless such study has already been made, and formu- 
late a plan that, if it appears practical of accomplishment, 
is to be considered for approval at some later meeting of 
the House of Delegates, and that, when and if approved, 
the Committee on Mental and Social Hygiene, with the 
help and assistance of the Committee on Public Relations, 
shall take the necessary steps to vitalize this plan-through 
legislative action. 


Dr. Robinson moved the acceptance of this portion 
of the report. This motion was duly seconded. 

Dr. Sycamore asked whether there was any 
member of the committee present who would speak 
to the motion. The Secretary requested that Dr. 
Robinson again describe what the combined com- 
mittee was to do and the study they were to make. 
Dr. Robinson replied as follows: 


It is merely a suggestion that the Committee on Mental 
and Social Hygiene be directed by the House of Delegates 
to make a proper study of this situation, that is, the need 
for outpatient psychiatric care in New Hampshire, this 
being subject to the provision whether such study has 
already been made. I do not know about that. Then it 
is to formulate a plan covering what activities the perc 
trists consider to be necessary. It is to present this plan 
at a future meeting of the House of Delegates — per aps 
next year. If it is approved, the committee, with the help 
and assistance of the Committee on Public Relations, 
will take the necessary steps to get the necessary money, 
I suppose through appropriation through the Legislature, 
to activate the plan. 


Dr. Metcalf said that he considered this a “large 


order.” The Society had encountered a similar 
situation in connection with the draft. All the 
men rejected for the draft, he explained, are sent 
back for a checkup in six months. They all have 
to come to Concord, because the only psychiatrists 
in the State are at the State Hospital. He did not 
know just how an outpatient checkup was to be 
conducted in Portsmouth or Berlin on these cases, 
or how the Legislature would feel about it. He was, 
however, perfectly willing to do his part in recom- 
mending it, if it was essential. 
Dr. Robinson replied as follows: 


Dr. Baker in a telephone conversation expressed his 
feeling that there was a definite need for more psychiatric 
coverage, as an outpatient service. He said that, although 
the need was there and although an attempt had sometimes 
been made to answer it by employing an extra staff man 
when one was available, the State Hospital still had no 
authority to do so, and he believed that the scope should 

so broadened that some adequate plan could reach, 
perhaps, the bare necessities of the State. ; 

I am confident, as a practitioner of medicine, that there 
is a crying need for someone to whom patients may be 
sent for more help than we can give them within our own 
unspecialized knowledge. 

I have a letter from Dr. Baker, which reads as follows: 


It has always been most difficult for the best informed on a special- 
ized topic to present the knowledge to the majority, for the benefit 
of the majority - This has been done on many occasions through 
the process of begging. Religious missionary work is based on beg- 
ging; we call it voluntary contribution. Red Cross work, so essential, 
is contributed to in the same way. For years New Hampshire has 
supported clinics and instructed on tuberculosis through the process 
of a certain kind of seal. : many years Massachusetts 
which has many state institutions, has maintained an extra staff 
officer at each institution for extramural work. This work consists 
largely in the holding of clinics together with the public schools for 
the identification of psychoneurotics and mentally deficient children. 

ampshire, clinics of a similar nature have been started 
and carried on by the Community Council, of Nashua, the Children’s 
Aid and Protective Society, of Manchester, and the Board of Public 
Welfare in co-operation with the State Hospital. Our Board of Educa- 
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tion maintains no psychiatrist. The social worker from this institu- 
tion frequently tests for school superintendents on request. 

ince these clinics are educational and desirable, the sustenanc 
cannot be based on seals of any kind, and it seems to me that their 
existence should be requested by the New Hampshire Medical Society 
and some source of support be recommended. This support should 
be in the form of a biannual appropriation for this purpose. There 


would be needed heated and convenient rooms, a social worker to | 


obtain a school and family history and the economic status, and a 
psychoioatss and a psychiatrist to examine patients and, with the 
aid of the evidence obtained by the social worker, to advise as to the 


best form of procedure. 


think it would be well for the House of Delegates to give a little 
by ant to the desirability of these mental-hygiene clinics and to 
the fact that they have no substantial recognized basis of support. 


Conceivably the maintenance of clinics of this kind could be pro- 


vided for by specific appropriations, or the Legislature could provide 
additional funds for this purpose to be expended by the Board of 
Health or the Department of Public Welfare. My main purpo 
however, is to remind the delegates of the value of these clinics, an 
that they are being maintained without a substantial economic basis, 
If they are desirable, an expression of the approval by the New Ham 
my oores Society would be instructive to the public and helpful 
to the clinics. 


It was on the basis of this letter and on the basis of the 
report of the committee that the Committee on cers’ 
Reports felt that the proper procedure was for the com- 
mittee to produce a concrete plan of what they wanted — 
not a rambling one, but something specific. Then, if it 
met with approval, the committee could go ahead with it. 


The Speaker said that the gist of Dr. Baker’s 
letter seemed to be that he would like to have the 
House of Delegates go on record as supporting 
some plan and pushing the onus of supplying it 
back to the Committee on Mental and Social Hy- 
giene. Dr. Robinson agreed. 

Dr. Clough said that anyone practicing medicine 
or surgery realized the benefit of this plan. At the 
present time, in the case of patients questionably 
psychoneurotic, the only place to get a consultation 
outside of Hanover was Concord and Laconia. It 
was very difficult, he asserted, to convince a patient 
who did not feel anything particularly wrong with 
him to go to the State Hospital for consultation. 
He believed that if this plan went through, a sep- 
arate building should be established, with proper 
waiting rooms to take care of these people. 

The motion was then put to vote and was carried. 

The report of the Committee on Tuberculosis 
was then presented by Dr. Kerr. 


Report of the Committee on Tuberculosis 


The mortality and morbidity of tuberculosis is steadil 
being reduced among the people of New Hampshire. If 
the incidence of active cases continues to decline as it 


has during the. past few years, we may look forward to the “ 


virtual eradication of human tuberculosis throughout the 
State in the not too distant future. This prediction, of 
course, depends on the continuance of an increasingly 
effective campaign against the disease by the New Hamp- 
shire Medical Society, public-health officials and other 
workers. 

The death rate from tuberculosis in New Hampshire 
during the war years 1941-1943 has been slightly decreased 
as compared with the three prewar years of 1938-1940. 
Although statistics for 1944 are not yet available, reports 
indicate that its death rate will approximate the all-time- 
low point of 1942. This is vomarkable in view of war’s 
unfavorable effects, such as longer hours of labor and 
increased physical and mental stress. 

The Bureau of the Census report for 1943 shows that 


New Hampshire is among the eleven states throughout . 


the Nation with a death rate from tuberculosis lower than 
30 per 100,000 pore. States with this death rate in 
- 1943 were Utah, 11.2; Wyoming, 14.3; Nebraska, 16.9; 


Provision | these rooms and the personnel must come from some- 

where; small under-staffed state institutions cannot supply it. So 
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lowa, 18.7; Kansas, 19.4; Oregon, 21.9; North Dakota, 
22.7; New Hampshire, 25.8; Wisconsin, 25.8; and Minne- 
sota, 27.9. This record is remarkable in view of the fact 
that New Hampshire is the second highest industrialized 
state in the Nation in proportion to its population. 

It is estimated that approximately 79,000 chest roent- 

enograms have been made in the past five years in New 
Haanpebire in programs by the New Hampshire Tubercu- 
losis Association, the State Department of Health and the 
State Induction Center. These examinations include the 
x-raying of pupils, teachers and janitors in schools and 
colleges; surveys on workers in industry and selective 
service men; and examinations in. the chest diagnostic 
clinics of the New Hampshire Tuberculosis Association. 
A fairly representative cross section of the population of 
the State has been examined. 

The greatest number of clinically active cases of tuber- 
culosis are referred by physicians to the chest diagnostic 
clinics. One hundred and eighty-five physicians referred 
patients with suspicious symptoms and signs to these 
clinics in 1944. The next largest number of clinically active 
cases is found among the contacts of the above cases. The 
third largest number of active cases is among the Selective 
Service rejectees. It should be mentioned that an ex- 
ceedingly small number of active cases were found among 
the pupils, teachers, school janitors and workers in industry. 

Despite New Hampshire’s low mortality and morbidity 
from tuberculosis, the tubercle bacillus still remains the 

reatest cause of death among the communicable diseases. 

his is because there is no specific curative agent for human 
tuberculosis as there is for diphtheria, syphilis and other 
communicable diseases. For treatment of this condition 
the medical profession must continue to rely on early 
diagnosis, prolonged rest and the other measures men- 
tioned in last year’s report. Even the far advanced cases 
can be arrested and cured, as has been amply proved in 
the lives of many New Hampshire people. We are watch- 
ing with interest the careful experimental work being 
done with promine, diazone and related compounds. Ac- 
cording to recent reports the toxicity of these substances 
still hinders their practical application in human beings. 

Since tuberculosis will always remain an infectious and 
communicable disease, ne physician can avoid his responsi- 
bility in preventing this disease through the early diagnosis 
and prompt segregation of tuberculous patients. New 
Hampshire physicians are to be commended for their 
fight against the tubercle bacillus thus far. Not only has 
the mortality rate from tuberculosis been greatly lowered, 
but recent survey work shows that the incidence of active 

ulmonary lesions among the apparently well people in 
New Hampshire has become amazingly low. 

The fact remains, however, that tuberculosis is still the 
master thief of human life and efficiency among the com- 
municable diseases of New Hampshire. The lifting of 
wartime travel restrictions will expose the population to 
new sources of infection. The finding of positive tuberculin 
reactors and calcified primary lesions in school children 
still points to the presence of active cases in this state. 
The germ is being beaten throughout the State, yet it still 
lurks in a few strongholds. Surveys elsewhere show that 
undiscovered cases may be found among the routine ad- 
missions of patients to hospitals and institutions. Your 
committee therefore recommends that the New Hampshire 
Medical Society give its wholehearted support to a program 
for chest x-ray examination of all hospital admissions as 
a routine procedure. In addition, we urge continued co- 
operation in chest x-ray examination of all members of 
tuberculous households and those who have been in close 
proximity to patients with active pulmonary tuberculosis. 


Rosert B. Kerr, Chairman 
Ricuarp C. Batr 
Cuarzes H. Parsons 


Dr. Robinson expressed his committee’s sincere 
adrMration for the results accomplished in New 
Hampshire from efforts directed toward the eradica- 
tion of this disease and the care and cure of those 
afflicted with it. He congratulated the members of 
this committee for the invaluable service they 
were rendering the State. He moved the approval 
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of this portion of the report, and the motion was 
duly seconded and carried. 

Dr. Robinson then spoke as follows: 

Your committee, subject to further information not 
now in its possession, fails to see the value of taking routine 
chest x-ray films of all hospital admissions. Conceding 
that there is strong argument in favor of routine chest 
x-ray films on all people in certain age groups and on all 
people with a history of exposure to tuberculosis, it appears 
to us that there are other more practical approaches to 
the detection of the unsuspected case. For instance, we 
wonder if routine tuberculin tests, repeated at regular 
intervals on all children of school age, with a campaign 
through education and chest x-ray examination of mem- 
bers of the families of the reactors, would not be less ex- 
pensive and accomplish more. } 

He moved the approval of this portion of our report. 

Dr. Sycamore said that he would hate to see the 
New Hampshire Medical Society go on record as 
opposed to routine x-ray examinations in hospitals. 
He added that there were other conditions besides 
tuberculosis; physicians were dealing in hospital 
admissions with sick people, not with a large group 
of well people. He acknowledged that at the present 
time there was a shortage of films. Subject to Dr. 
Robinson’s approval, he favored amending the 
motion to read that the routine examination by 
x-ray at the present time is impracticable. 

Dr. Robinson replied that the report was subject 
to information not now in the committee’s possession. 
The committee believed that the routine x-ray 
examination of people admitted to hospitals was 
one of the poorest approaches to the problem that 
could be conceived. He could see no purpose in 
taking chest x-ray films of a ninety-four-year-old 
patient with a hypertrophied prostate. He could 
see the value of routine x-ray examination of the 
gastrointestinal tracts and of routine kidney x-ray 
films since they gave a better picture of the patient, 
but from a practical standpoint he felt that the 
substance of the report should be approved. 

Dr. Davis said that the usual allotment of x-ray 
films had been met by one third, and that it would 
be humanly impossible to do such a thing at the 
present time. 

The original motion was duly seconded and was 
carried with two dissenting votes. 

Secretary Metcalf then spoke as follows: 

The Committee on O. P. A. Assistance has lost two of 
its members. Dr. Parsons and Dr. McQuesten resigned, 
and for several months Dr. Barbeau, of Manchester, has 
carried on alone. I saw the head of the O. P. A. recently, 
and he said that Dr. Barbeau had done a fine job but had 
been overworked. The Committee on Nominations is 
now confronted with the dilemma that Dr. Barbeau has 
also resigned. 

The chief work of the committee was in checking on the 
use of cream and rationed products by doctors; that is, 
if a doctor applied for an amount of cream for a patient 
that seemed to be excessive, the O. P. A. wanted to have 
a consultation with a committee that could say “yes” or 


“no,” and that could decide whether or not the request 
was a reasonable one. 


Dr. Robinson moved the abolishment of the 
Committee on O. P. A. Assistance, and spoke as 
follows: 
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I fail to see any particular value that the committee 
* has rendered to the physicians of the State. It has been 
nothing but an annoyance to me, and I think that this 
is probably true of a great many of the men. Although 
there may be some effort at co-operation and although there 
may be somebody who has the practical approach to the 
thing, I have failed to see any indication of this. 
ot more than a week ago I had a patient come to me 
who, a year and a half ago, was in the hospital with a 
severe case of diabetes. She was put on a carefully balanced 
diet, and as she was not a particularly intelligent person 
she was given definite instructions to follow the diet in 
detail. She was given permission and a sufficient number 
of points to get the food required — until the point values 
were altered, when she could no longer get the proper 
amount and kind of proteins. She went to the Ration 
Board, but they dould’ do nothing about it. She had to 
get a letter from her physician stating exactly how many 
more food ration stamps she had to have because of their 
change im‘ value. I told her that she was on a diet that 
should be sufficient, that the Ration Board knew what she 
needed, and that it was up to them to supply her with a 
sufficient number of stamps. I then got a lengthy ques- 
tionnaire as to why she needed the extra points. 

This type of procedure is simply an incident in a multi- 
tude of annoying circumstances. I still do not think, on 
the basis of the type of co-operation that the O. P. A. shows, 
that they are worthy of any help from us. 


Secretary Metcalf said: 


Before this committee was appointed the O. P. A. was 
quite hard-boiled in the matter, and there was a good deal 
of indignation on the part of doctors because it was turning 
down cases that the doctors thought were legitimate. So 
it has worked both ways. Undoubtedly, this committee of 
doctors has procured extra amounts of food in some cases, 
where otherwise they would have been turned down flat 
by the O. P. A., which is composed of nonmedical men 
who cannot decide about diets. I think there has been more 
satisfaction since this committee was appointed than 
there was before. At any rate, there was a lot of satisfac- 
tion until Dr. Barbeau resigned. 


Dr. Robinson still moved the abolishment of 
the Committee on O. P. A. Assistance. His motion 
was duly seconded, and on vote of the delegates 
present, was lost. | 

Dr. Dye moved that the Councilors’ reports 
be not read, because they would be printed later 
in the Transactions of the Society. This motion 
was duly seconded and carried. 

Speaker Tuttle asked whether the county societies 

had any members they would like to propose for 
affiliate membership in the Society. Dr. Clough 
moved that Dr. Fred A. Sprague, of Merrimack 
County, be made an affiliate member of the Society. 
This motion was duly seconded and carried. Dr. 
Tower proposed the name of John Butler for af- 
filiate membership in the Society. This motion was 
duly seconded and carried. 
. Dr. Clough asked whether it would be possible 
to reconsider the suggestions to be made to the 
Legislature regarding the establishment of psychi- 
atric clinics. “He doubted that another state-con- 
trolled clinic of any sort was desired. It might well 
be better to encourage the location of psychiatrists 
in different localities of the State where they would 
be used, away from institutions. Such men could 
get established in New Hampshire after the war 
and there would be no need for these clinics. He 
asked whether the motion could be withdrawn. 
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Dr. Robinson replied that the substance of the 
recommendation was that whatever plan the Com- 
mittee on Social and Mental Hygiene proposed 
should have the full approval of the House of Dele- 
gates before any action on it was taken. That 
should be satisfactory for the present, since the 
committee could not take any constructive action 
until the House approved the plan presented. He 
suggested that the committee survey the situation 
and propose a plan. He believed that every indi- 
vidual in.an activity that was worth while should 
be given the opportunity to present his side con- 
cretely. He was not in favor of the invasion of 
state-controlled medicine in the private field, but 
thought that the committee should be given the 
opportunity to propose a plan, it then being a 
matter of consideration and judgment by the House 
of Delegates as to whether it met with its approval. 
Dr. Clough said that this explanation was satis- 
factory. 

The report of the Committee on Communications 
and Memorials was then presented by Dr. Davis. 


Report of the Committee on Communications and 
Memorials 


Two weeks ago, I got the announcement that I was 
appointed chairman of this committee, and three days ago, 
I received some communications from Dr. Metcalf. Most 
of these have been taken up here tonight, and I do not 
think they need any further reference before the House 
of Delegates. However, I shall have a meeting with m 
committee and report back on one communication regard- 
ing the care of infants; this matter was taken up last year 
and discussed thoroughly in the House of Delegates. It is 
the same old thing over again, but I shall report on that 
matter, after I have a committee meeting. 


Stittman G. Davis, Chairman 

The Speaker asked whether Dr. Davis had in 

mind the medical and surgical care of soldiers’ 
wives. The latter replied, “Yes.” 

Dr. Chamberlain said that the first year. the 


Society did not accept the care of infants, it being - 


thought by the powers that be that maternity care 
could be had without infant care. As to infant 
care, the reason why it was being brought up again 
was that the Children’s Bureau in Washington 
had inquired whether the Society was not going to 
include all the benefits that are available under the 
plan. He thought that New Hampshire was the 
only state that had not accepted these benefits. 
After one year with maternity care alone, the infant 
part of the plan was accepted. There are several 
things that were not accepted on the recommenda- 
tion of the Committee on Maternal and Infant 
Welfare; these matters were, taken up in the House 
of Delegates. 

Dr. Dye asked what benefits had not been ac- 
cepted. Dr. Chamberlain replied, “The megical 
and surgical care of infants.”” Under the plan, he 
added, if a woman got pneumonia during the 
prenatal period, her physician could receive a fee 
for her care, besides the obstetric care. The same 
thing was true in surgery. The requirement in the 
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care of medical conditions, other than holding a 
license to practice in New Hampshire, was that the 
physician must be a graduate of an approved school 
of medicine. In surgical care, the surgeon must 
either be a member of the American Board of Sur- 
gery, or be eligible to it; to be an assistant to the 
consultant, a man must have had one year’s resi- 
dency in his specialty in surgery and be in the 
practice of surgery for one or two years. He said 
that the only reason for the matter’s being brought 
up was that the Bureau had been asking all year 
whether the Society could include medical and 
surgical infant care in the plan. It might say that 
the entire plan must be accepted or rejected. He 
therefore sought the reaction of thé delegates, be- 
cause the present plan held until July 1, and an 
answer would be wanted then. 

In reply to questioning, Dr. Dye said that the 
same qualifications held true for both medical and 
surgical infant care up to one year of age, and that 
circumcision was not included in surgical care. 
Complete maternal care included the care of the 
newborn for two weeks, with no charge to the 
patient. 

Dr. Dye said that the only hitch was that infant 
care had already been accepted. Dr. Chamberlain 
replied that it included no major surgery. 

Dr. Clough said that last year, when the plan 
was approved, there were probably no more than 
four or five members of the House of Delegates who 
practiced obstetrics. He quoted an article in Medical 
Economics as stressing that this program, without 
question, as already planned, was to be continued 
indefinitely. He therefore believed that either the 
whole plan should be rejected or an opinion should 
be obtained from those practicing obstetrics. He 
did not think that it was fair for those engaged in 
specialties, such as nose-and-throat work or just 
surgery or special forms of it, to be voting on this 
plan when it did not affect them at all, and when 
they did not understand it. 

Dr. Dye asked. the Speaker about the reaction 
of the New England Obstetrical and Gynecological 
Society to the plan. The latter replied that not 
much of anything was said at the last meeting about 
the proposition, but that in private conversation 
the members expressed the opinion that the plan 
was all right in certain cases, but that the fee was 
not high enough. Most of them appeared to favor 
some method, provided that the fees were put a 
little higher, and that infant care was not included 
for quite so long. It seemed to be asking a good 
deal for a physician to take care of a baby for a 
year, after taking care of the mother at a reduced 
rate, carrying her through pregnancy and delivery. 
He asked how many of those present practiced 
obstetrics, and over half the delegates present 
raised their hands. 

Dr. Clough said that the physicians who deliver 
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servicemen’s wives should be the only ones to vote 
on this question. 


Dr. Robinson then spoke as follows: 


I think that during the continuation of the war emer- 
gency there is a great deal of reason why some plan of benefit 
to the wife of the private soldier or seaman should be con- 
tinued. There are a great many features of this particular 
plan that are disagreeable. I dp not like the idea of any- 
one’s telling us in New Hampshire who is qualified to do 
what. I think that is a province that belongs to the Society 
and the physicians themselves. 

y own feeling about it is that we should go on record 
as against accepting provisions of qualification beyond 
the provisions that we require in our own state for the 
performance of the same service, and beyond that, express 
our willingness to co-operate. 


Dr. Clough asked whether the members would 
consider giving these people free care, the patients 
themselves paying the hospital. 

Speaker Tuttle spoke as follows: 


It seems to me that the only mothers who are allowed 
to have this care at the present time are those of the first 
four or lower pay-grades of servicemen. When they are 
in higher grades than that, they have to pay for their own 
care, and also for their hospital care. In the cases that I - 
have taken care of, I received $35.00 up to November 1 

_and $50.00 since then, whereas previously all I ever got 
from the same family was what I call “25 cents for retura 
of the birth bounty.” So it has been of considerable benefit 
to me. 

These people could not possibly afford to pay any more 
than what you are getting, and it seems to me that 

lan should be accepted while the servicemen are away. 

hey know that their wives are going to be well taken 
care of. When they come back, it is up to us to see whether 
or not this stops. But until that time I am heartily in 
favor of keeping this thing going. 


Dr. Lawrence then spoke as follows: 


I think that you are acting wisely in proceeding in the 
manner that you are. Certainly it would be a great mistake, 
so far as — support of our profession is concerned, if 
we refused to take care of these women, the wives of service- 
men who are sacrificing their lives for us. 

Now, in regard to the manner in which the Bureau is 
conducting itself, that is open to a great deal of criticism, 
and when the time comes for the servicemen to be out of 
the picture, something definite can be done. You have 
indicated one or two instances in which, by declaration, 
the Bureau tells you what must be done. Well, it has gone 
much farther than that. It has issued a circular in which 
it is stated under what conditions the Bureau will approve 
a state plan, which is the reverse of what was planned. 
It was originally intended that each state should submit 
a plan under which it could work, and that this would 
approved by the Bureau. It was suggested that there 
might be some reason for not approving every detail, but 
now they have reversed that, the circular stating the con- 
ditions under which you may co-operate. 

I think that, so far as fears of state medicine are con- 
cerned, this is even worse than the Wagner Bill. But again, 
let me say that I think it would be unwise to refuse to do 
things now, because it would be thoroughly misunderstood. 
I think that you should co-operate. 


Dr. Clough said that the whole program was a 
failure in some cities because the wives had to go 
on a ward, and in large hospitals like the Boston 
Lying-in, in going on a ward, they were taken care 
of by the interns or the students. This meant that 
the physicians in the city were not contributing a 
single thing toward the program. It was persons 
like himself, up in the country, who had to take 
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care of these patients and spend twenty-four hours 
or more with them. Yet he would much prefer 
keeping his self-respect and taking care of them 
for nothing to signing up with this outfit. He moved 
to reconsider each year this program on maternity 
and infancy care, at least until the war was over. 
He added that so many men were going to continue 
in the armed forces that the profession would be 
taking care of the servicemen’s wives forever, unless 
the line was drawn somewhere. This motion was 
duly seconded and carried. 

Dr. Dye called attention to Article XIII of the 
Constitution and By-laws, reading as follows: 

The House of Delegates may amend any article of this 
constitution by a two-thirds vote of the delegates registered 
at that annual session, provided that such amendment 
shall have been presented in open meeting at the previous 
annual session, and that it shall have been sent officially 


to each component county society at least two months 
before the session at which final action is to be taken. 


In this connection, he said, the change of “‘affiliate’’ 
to “life” in Section 3 of Article IV could not be 
voted on at this meeting. Under the Constitution, 
the propesal should be brought out in the open 
meeting the following day. Two months before 
the next annual meeting, it should be sent to the 
component county medical societies. At the next 
House of Delegates meeting, the change might be 
voted on. 

With reference to the by-laws, he and Dr. Jones 
moved that Section 3 of Chapter XI of the by-laws 
be amended to read as follows: 

When the total sum of the Benevolence Fund reaches 
$10,000, the House of Delegates may increase or decrease 
the yearly allotment from the dues of each member to the 
fund and shall also decide whether the income from the 
neral fund shall continue as a source of revénue to the 
enevolence Fund, except that at the time of any regular 
meeting of the House of Delegates, the yearly allotment 
may be abolished, increased or reduced for a period of 


one year only, by unanimous vote of the members of the 
assembly. 


He moved that the matter be laid on the table 
until the next meeting. He also moved that the 
General Fund return to the Benevolence Fund 
the amount that it failed to receive under the regular 
provisions of the by-laws last year, stating that 
last year, under this section, the fund did not reach 
$10,000. Since it had not reached $10,000, the 
House of Delegates was not privileged to abolish 
the contribution of 50 cents per member from the 
General Fund to the Benevolence Fund; the previous 
year it had been $1.00. 

Dr. Robinson asked what the by-laws say with 
reference to the amount of contribution that is to 
be made to the Benevolence Fund. Dr. Dye quoted, 
“The Secretary-Treasurer shall apportion each 
year to the Benevolence Fund, fifty cents from the 
dues of each member.” 

Dr. Robinson then moved that the Benevolence 
Fund refund the amount of 50 cents a year for 
every year the General Fund paid $1.00. 
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Dr. Dye said that an attempt was being made to 
adjust an illegal action of the House of Delegates. 
The first illegal action, he said, was to raise the 
contribution from 50 cents to $1.00. 


Secretary Metcalf stated that this was done for” 


one year. In other words, 50 cents too much was 


paid in 1943 and 50 cents too little in 1944, so that 
so far as the fund was concerned, it was on an even 
keel. 

Dr. Kingsford asked how if the contribution was 
dropped the Benevolence Fund was to get any 
more money by contributions from members. 

Dr. Dye answered by saying that at the moment 
the income from the Society dues was down because 
many of the members were in the armed services. 
This amendment, he said, gave the House of Dele- 
gates the privilege of voting each year on how much 
of the dues should be taken for the Benevolence 
Fund. When the membership returned to its normal 
status, it could be voted to increase the income. 

Dr. Dye’s motion to lay the matter on the table 
was duly seconded and carried. 

Dr. Robinson then moved to amend Dr. Dye’s 
second motion to the effect that the Benevolence 
Fund should return to the General Fund the amount 
it received over and above what it should have 
received under the by-laws. Dr. Dye accepted the 
amendment, and this motion was duly seconded 
and carried. 

The report of the New Hampshire Physician 
Service was then presented by Dr. Sycamore. ' 


Report of the New Hampshire Physician Service 


In compliance with the vote of the House of Delegates 
last year, the New Hampshire Physician Service was duly 
incorporated in May, 1944, and the first policies were 
issued as of August 1, 1944. In the first eight months of 
operation, 15,000 subscribers have been enrolled — a re- 
markably rapid rate of growth. Approximately 80 per 
cent of the subscribers have surgical coverage only, the 
remaining 20 per cent having the combined surgical and 
medical policy. 

Financially our experience has been equally favorable. 
A total of $13,240.00 was subscribed by members of the 
New Hampshire Medical Society and interested friends 
as a working capital. Of this amount $4,331.44 was ex- 
pended to cover the organizational expenses and the oper- 
ating deficit of the first five months. Beginning with Tom: 


uary of this year, income overtook expenses, and a balance... 


has been accumulating that is now. sufficient to cover an 
adequate reserve for unreported services and an additional 
reserve sufficient to repay the original capital investment. 
It is to be remembered, however, that substantial reserves 
will be necessary to meet the added load of the second 
year of operation owing to the automatic termination of 
the first-year restrictions governing the coverage of pre- 
existing conditions and obstetric care. 

The striking success of our program so far is a tribute 
to the ability and efficiency of our executive-secretary, 
Mr. R. S. Spaulding, particularly since he has been handi- 
capped, like everyone else these days, by a shortage of 
personnel both in the office and in the field. 

This success is an indication also that our program is 
meeting a definite need and that the people of New Ham 
shire are eager to secure the protection it affords. This, 
then, as a corollary, imposes on us as the physicians of 
-New Hampshire the obligation of giving our full and en- 
thusiastic support to the Blue Shield, and of making every 
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effort to secure 100 per cent co-operation by the members 
of our society. ; 
L. K. Sycamore, President 


Dr. Robinson for the Committee on Officers’ 
Reports suggested that this report, both interesting 
and concise, required no additional comment except 
to urge again the members of the Society to give 
this experiment their unstinted co-operation until 
it will have proved itself, to the practice of medicine, 
as either a benefit or a detriment. He moved the 
acceptance of this portion of his committee’s report, 
and the motion was duly seconded and carried. 

Dr. Sycamore said that it was a provision of the 
Enabling Act that the majority of the Board of 
Directors be approved by the House of Delegates. 
He therefore moved the approval of the following 
Board of Directors of the New Hampshire Physician 
Service: 


L. K. Sycamore ames W. Jameson 

C. A. Rollins ames M. Langle 

el Ross + oseph E. LaRochelle 
arry L. Additon Carleton R. Metcal 

Frank J. Sulloway J. Morin 

Rt. Rev. Mgr. J. S. Buckley ay W. Pert 

Q. E. Cain Richard W. Robinson 


Francis J. C. Dube 
Fred Fernald 
This motion was duly seconded and carried. 
A motion to adjourn was duly seconded and 


carried, whereupon the first meeting was adjourned 
at 10:50 p. m. 


* * 


James H. Winter 


The House of Delegates reconvened at the Hotel 
Carpenter, Manchester, on May 15, 1945, at 8:30 
a. m., with Speaker Ralph W. Tuttle, of Wolfeboro, 
presiding. 

The following members answered the roll call: 


The President, ex-officio 
The Secretary-Treasurer, ex-officio 
Richard W. Robinson, Laconia 
Francis J. C. Dube, Center Ossipee 
W. 2: Paul Dye, Wolfeboro 
Walter H. Lacey, Keene 
Walter F. Taylor, Keene 
Arthur B. Sharples, Groveton 
Ralph N. Jones, Whitefield 
Leslie K. Sycamore, Hanover 
Israel A. Dinerman, Canaan 
George F. Dwinell, Manchester 
Stillman G. Davis, Nashua 
Robert E. Biron, Manchester 
William P. Clough, Jr., New London 
Harry B. Carpenter, Portsmouth 
George G. McGregor, Durham 
William R. Latchaw, Somersworth 
Francis Nolin (alternate for Donald C. Moriarty, Sullivan 
County) 
. Read Lewin, Claremont 


‘Dr. Dye moved that the House of Delegates 
approve the proposed change in the Constitution. 
This would not, he explained, be a final vote. It 
was to be read before the general meeting that 
afternoon. Two months prior to the next meeting, 
each county society would consider the proposal, 
and then it would be voted on at the next annual 
meeting. The changes were that Article IV, Section 
1, of the Constitution be amended to read, “This 
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Society shall consist of members, life members, and 
honorary members” and that Article IV, Section 3, 
be amended to read, “‘Life members shall be those 
members whose dues are remitted.” This motion 
was duly seconded and carried. 

Dr. Dye then moved that Chapter 1, Section 5, 
of the by-laws be amended to read as follows: 

Any physician who has been a member of this Society 
for a continuous term of fifteen years, and is either not 
less than sixty-five years of age, or totally disabled, on the 
request of his county society may be made a life member 
on a majority vote of the House of Delegates. Life mem- 
bers shall have the same rights and privileges as other 


aw of the Society but shall not be required to pay 
ues. 


This motion was duly seconded and carried. 
‘Dr. Dye then moved that Chapter 3, Section 1, 
of the by-laws be amended to read as follows: 


The general meetings shall include all registered mem- | 
bers, life members, honorary members and guests, who 
shall .have equal rights to participate in the proceedings 
and discussions; and, except guests and honorary members, 
to vote on garneny | questions. Each general meeting shall 
be presided over by the president, or in his absence, or 
disability, or by his request, by the vice-president. Before 
it, at such time and place as may have been arranged, 
shall be delivered the annual address of the president and 
the annual orations, and the entire discussions relating 
to scientific medicine. 


This motion was duly seconded and carried. 
Dr. Dye then moved that Chapter XI, Section 3 
of the by-laws be amended to read as follows: 
When the total sum of the Benevolence Fund reaches 
$10,000, the House of Delegates may increase or decrease 
the pny allotment from the dues of each member to the 
fund and shall also decide whether the income from the 
teres fund shall continue as a source of revenue to the 

enevolence Fund, except that at the time of any regular 
meeting of the House of Delegates, the yearly allotment 
may be abolished, increased or reduced for a period of one 


year only, by unanimous vote of the members of the as- 
sembly. 


This motion was duly seconded and carried. 

Dr. Clark, reporting for the Committee on Nomi- 
nations, proposed three men, president: Charles 
F. Keeley, Claremont; John A. Hunter, Dover; and 
Richard W. Robinson, Laconia. He said that 
Dr. Gile had withdrawn, because of illness, from 
the office of president. 

On written ballot, Dr. Robinson was elected 
president. 

Dr. Clark then proposed three men for vice- 
president: Walter H. Lacey, Keene; Ralph W. 
Tuttle, Wolfeboro; and George F. Dwinell, Man- 
chester. 

On written ballot, Dr. Tuttle was elected vice- 
president. 

Dr. Clark then read the rest of the slate, as follows: 


OFFICERS 
Councilors for five years: 


Henry H. Amsden, Merrimack County 
Timothy F. Rock, Hillsborough County 


Trustee (for three years): 
George C. Wilkins, Manchester 


4 
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Speaker of House of Delegates: Deering G. Smith, Nashua 


Vice-Speaker of House of Delegates: Leslie K. Sycamore, 
anover 


Necrologist: Henry H. Amsden, Concord 


Delegate to A. M. A. (1945-1946): Deering G. Smith, Nashua 


Alternate Delegate to 4. M. A. (1945-1946): Emery M. Fitch, 
Claremont 


STANDING CoMMITTEES 


Amendments to Constitution and By-laws: 
W. J. Paul Dye, Wolfeboro 
Willard C. Montgomery, Epping 
Ralph N. Jones, Whitefield 


Child Health: 
Colin C. Stewart, Jr., Hanover 
- Read Lewin, Claremont 
Franklin N. Rogers, Manchester 


Control of Cancer: 
George C. Wilkins, Manchester 
Ralph E. Miller, Hanover 
George F. Dwinell, Manchester 


Maternity and Infancy: 
Robert O. Blood, Concord 
Benjamin P. Burpee, Manchester 
Marion Fairfield, Nashua 


Medical Economics: 
Leslie K. Sycamore, Hanover 
Richard W. Robinson, Laconia 
Francis J. C. Dube, Center Ossipee 


Medical Education and Hospitals: 
John P. Bowler, Hanover 
James W. Jameson, Concord 
Samuel M. Brooks, Manchester 


Medical Preparedness: 
Deering G. Smith, Nashua 
Anthony E. Peters, Portsmouth 
Harold I. L. Loverud, Manchester 


Mental and Social Hygiene: 
Benjamin W. Baker, Laconia 
John B. McKenna, Hanover 
Simon Stone, Manchester 


O.P.A. Assistance: 
Brockway D. Roberts, Durham 


Colin C. Stewart, Jr., Hanover 
Simon Stone, Manchester 


Public Health: 
Harris E. Powers, Manchester 


Anthony E. Peters, Portsmouth 

Alfred L. Frechette, Concord 
Public Relations: 

The President 

The Vice-President 

The Secretary-Treasurer 

Robert J. Graves, Concord 

Joseph N. Friborg, Manchester 
Publication: 

Carleton R. Metcalf, Concord 

Raymond H. Marcotte, Nashua 

Robert Flanders, Manchester 
Scientific Work: 


Carleton R. Metcalf, Concord 
Robert R. Rix, Manchester 
Sven Gundersen, Hanover 


Tuberculosis: 
Robert B. Kerr, Manchester 


Richard C. Batt, Berlin | 
Rufus R. Little, Glencliff 
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The Secretary was instructed to cast one ballot 
for the remainder of officers and committee mem- 
bers, as nominated; this was done, and all were _ 
declared duly elected. 

Dr. Sycamore then spoke as follows: 


I have been requested by Charles M. Batchelder, chair- 
man of the Loan Committee of the State Banking Associa- 
tion, to present for your consideration a plan proposed by 
the American Banking Association to their state associa- 
tion groups, known as the Blue Triangle. This is the bank- 
ers’ plan of arranging loans for the patient who cannot 
pay the bill by cash and wants time to do it. 

Briefly, the doctor has the forms from the bank in his 
office, and instead of making arrangements for the patient 
to pay him over any certain period of time, he has the 
patient sign a note, and the doctor signs it with him; then 
the bank will discount the note. For example, on a $100.00 
note, the bank pays the doctor $90.00. The patient then 
makes his arrangements through the bank. The extra 
$10.00 goes to a fee to cover any bad notes signed, and if 
this amount exceeds at any time 10 per cent of the other 
standard loans, the doctor can withdraw. The banks are 
interested in the plan because it gives them a chance to 
let some of their money out at interest. 

From the doctor’s point of view, I think the plan has 
two main advantages. The first is that it takes out of his 
hands the bother of collection; the second is that the patient 
is more likely to pay promptly a business institution than 
he is the doctor. The doctor, of course, is still responsible. 
He is a co-signer of the note and is therefore responsible if 
the patient does not pay the bank. Under this arrange- 
ment, he is in the same position that he would be if the 
patient did not pay him, so that he has nothing in particular 
to lose and has something to gain. 

@The plan has been approved by the Massachusetts Medi- 
cal Society and has worked out satisfactorily in Massa- 
chusetts. The New Hampshire Bankers’ Association would 
like to have the approval of the House, if it sees fit, so 
that it can put the program into effect. It would probabl 
be advisable to refer this question to a committee to wor 
5 oes aa bankers’ committee, to decide on the specific 
etails. 


In answer to questions, Dr. Sycamore explained 
that the bank holds 10 per cent of the note in the 
“kitty” for bad loans, and if the “kitty” is not 
sufficient, the doctor is responsible for the amount 
of default. The service charge is about 6 per cent. 
The bank takes the usual steps to make the patient 
pay after he signs the note. If the “kitty” gets 
large, anything over 10 per cent may be withdrawn 
on standing loans. 

Dr. Dye moved that Dr. Sycamore’s proposal 
be accepted, and that it be referred to the Com- 
mittee on Medical Economics for such co-operation 
as they saw fit. This motion was duly seconded. 


Dr. Robinson observed that there was nothing ~— 


particularly new in this plan; it had been in use in 
the community for a long time. He saw little ad- 
vantage in the 10 per cent withholding feature; as 
proposed, over the usual method of procedure. 
He thought, however, that the matter should receive 
consideration by the Committee on Medical Eco- 
nomics. 

In answer to a question by Dr. Sycamore, the 
Speaker explained that the committee was to report 
back the following year. 

Dr. Robinson asked whether the House of Dele- 
gates and the maker of the motion would be willing 
to accept a further amendment, namely, that the 
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committee be empowered to investigate and act, 
if in its judgment this was thought to be advisable. 
The speaker stated that the House would have 
to amprove it. It seemed to him that the motion 
covered the whole situation. 
The Secretary-Treasurer pointed out that if the 
matter was left thus, nothing would be done until 
a year later. The question was, Did the House 
wish to hold the question in abeyance for a year, or 
to go ahead with it, or to kill it? He added that 
a year could be saved by deciding the question then. 


Dr. Dye then withdrew his motion, and moved. 


instead that the House of Delegates go on record as 
approving the principle of note collection in co- 
operation with the New Hampshire Bankers’ As- 


sociation, and that the Committee on Medical — 


Economics be empowered to act in this connection. 
This motion was duly seconded and carried. 

Dr. Dinerman proposed a vote of thanks to the 
Manchester Committee for their efforts in organiz- 
ing this meeting and for their arrangements of it. 
This motion was duly seconded and carried. 

The report of the Committee on Communications 
and Memorials was then presented by Dr. Davis. 


Report of the Committee on Communications and 
Memorials 


The Committee on Communications and Memorials 
recommends the continuance of the program that has 
been in operation in New Hampshire for the past two 
years, namely, the EMIC program, which provides for 
the care of the wives and infants of the servicemen in the 
lower four pay groups. This program was discussed at 
length in the Sitese last night, and it was voted that it 
should be brought up for discussion each year. The com- 
mittee favors the continuation of the program for the 
coming year. 

Inquiries have been received in regard to the Association 
of American Physicians and Surgeons. Information was 
requested from the American Medical Association. That 


been no action on the part of the Association of American 
Physicians and Surgeons, other than an intensive and 
persistent campaign for membership and the distribution 
of letters written by the president. 

One section of the by-laws that was widely distributed 
throughout the United States provided that when 75 per 
cent of the physicians in a community or area had become 
members, they would not maintain professional relations 
with physicians who had not become members. This 
provision of the by-laws was widely criticized in the journals 
of the state medical associations, county medical bulletins 
and at least two outstanding newspapers. No information 
could be given of its present membership. 

The shie communications received by your committee 
were taken up and referred to the proper committees. 


Committee on Officers’ Reports 

Dr. Robinson for the Committee on Officers’ 
Reports said that no action was to be taken on 
the communications. His committee, he added, 
had made a recommendation regarding the Associa- 
tion of American Physicians and Surgeons in its 
report that seemed to cover the situation ade- 
quately. ; 

It was moved that the Society continue with 
the EMIC program, as it had the previous year. 
Dr. Dye spoke to the motion as follows: 
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The matter of the medical and surgical care of mothers. 
and infants deserves special attention. As Dr. Chamberlain 
said last night, it is probably necessary that we consider 
this extra provision of the EMIC program. She said that 
pressure was being exerted on them, in connection with 
the adding of surgical care to the mother and infant care, 
and she raised the question what would happen to the 
regular obstetric care if the whole program was not ac- 
cepted. It seems to me that we should take some action on 
this matter instead of merely agreeing to carry on as we 
did last year. 

Dr. Clough, who spoke at length last night, is to be com- 
mended for his idealism; but there is a war on, and there 
exists this IC program for wives and infants in the 
lower-paid brackets of the armed services. If we do not 
co-operate with it as long as the war is in effect, we shall 
lay ourselves open to much criticism. Every newspaper in 
the country will be saying that this group will not co- 
operate in the care of the wives and children of these poor 
boys fighting in foxholes all over the world. Furthermore, 
the boys want us to co-operate. . 

It seems a necessary evil that we shall co-operate fully 
with the EMIC program, at least for the duration of the 
war. After that, we should be against anything like that 
in medical practice. I should like to amend the motion to 
include the extra provision regarding surgical and medical 
care of mothers and infants, as provided for under the 
program. 
Dr. Metcalf said that he thought that the previous 

year’s agreement included everything except surgical 
care. The authorities in Washington had laid down 
rigid rules about surgical care, based on the alleged 
opinion of a group of prominent surgeons. 

The requirements, he said, were that no man 
could do surgery on these wives and children unless 
he were a diplomate of the American Board of 
Surgery. He stated that there were only three men 
in New Hampshire who were so qualified. 

Dr. Dye said that there were about twelve such 
men. 

Dr. Metcalf said that the feeling last year was. 
that any man who was doing good surgery in a 
general hospital in New Hampshire was qualified’ 
to take out the appendix of a serviceman’s wife.. 
If he could not conform to the steamroller from 
Washington in that respect, that was another thing. 
As a result, he said, a motion to continue the pro-. 
gram would mean that the Society was doing every-. 
thing that Washington wanted done except surgery,. 
for which the New Hampshire physicians and. 
surgeons were apparently not qualified. : 

Dr. Dye agreed with Dr. Metcalf. Section b, he- 
pointed out, did not say that a man would neces-. 
sarily have to be a diplomate, but that he must be. 
eligible for the Board or have had adequate surgical 
experience and be approved by the State Board of 
Health to perform surgery. He approved of the 
principle that in this state a man who is a recognized 
surgeon among the profession should be granted 
that privilege by the State Board of Health and so. 
listed. He said he would like to add to his motion, 
that the Society would carry on with the surgical’ 
care as well, but that it went on record as holding: 
that all surgeons recognized as such on their own 
hospital staffs throughout the State should be ap-. 
proved for this service. 

Dr. McGregor said that the program was fairly- 
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satisfactory, and he had heard no complaints about 
its conduct. He pointed out that if the Society accept- 
ed the proposal and had surgery done only by men 
considered competent, this would involve a com- 
mittee to decide who was competent and a great 
deal of ill-feeling among the members. The whole 
thing seemed to be rather involved. He advocated 
continuing the present procedure until after the 
war and then abolishing it. 

Dr. Dye repeated his motion that the EMIC 
program be continued. Dr. McGregor asked to 
amend it to the effect that this terminate the dis- 
cussion until the end of the war. 

Dr. Dye pointed out that at the previous meeting 
it had been voted to discuss the matter every year 
until the war was over. 

Dr. Robinson then spoke as follows: 

This matter seems simple enough. We have expressed 
ourselves as being vent willing to co-operate to the 
best degree of our ability in this plan, for the sake of the 
boys in the service. In regard to the motion, none of us 
apparently like it, and we do not intend to carry on the 
program any longer than it continues to be a contribution 
toward the spirit and welfare of these boys that are making 
such great sacrifices. 

Washington or the Department of Labor or whoever is 
responsible should be notified that we are willing to provide 
the facilities to handle this care, and we should carry the 


plan on as of last year, because the same reasons exist now 
as existed then. 


Dr. Dye’s motion was then duly seconded and 
carried. 

Dr. Dube asked whether it would be proper to 
take up the question of payment to the individual 
doctor on the old-age assistance cases. It had been 
brought to his attention by quite a few men that 
the old-age medical expenses were paid not to the 
doctor but to the patient; sometimes the doctor 
got it and half the time he did not. If he did get it, 
it was usually parceled out to him $2.00 this month, 
$1.50 the next month and so on. A bill of $25.00 or 
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$30.00 might take six months or more to be collected. 
He also raised the question whether there ought to 
be a revision of the fees paid on old-age assistance. 


The fee schedule originally agreed on under Bill se 


417 was slightly revised several years ago, but it 
was, he said, still far below the normal fee. Some 
doctors seemed to think that in these times, with 
the butcher, the baker and the landlord getting 
higher fees, doctors ought to have some provision 
for a different fee schedule. 

Secretary Metcalf said that this question had 
beer taken up the previous year by the Committee 
on Public Relations and that long conferences were 


held with the Public Welfare Department and the . 


county commissioners. At that time, a fee schedule 


_ was drawn up that raised the fees about 25 per cent. 


He continued: 


So far as paying the money to the patient or to the 
doctor is concerned, Washington is adamant; they sa 
that if it goes directly to the doctor the patient is humiliated, 
and I believe that it will be absolutely impossible to change 
the routine. I also believe that having increased the fee 
schedule about a year ago, it is unlikely that there will be 
any increase this year. 

e only thing I suggest is that the matter be referred 
again to the Committee on Public Relations. I do not 
believe that any motion passed here would have the slightest 
effect on Washington or anybody else, under the circum- 
stances. 


Dr. Sycamore moved that this matter be referred 
to the Committee on Public Relations. This motion 
was duly seconded and carried. 


Dr. Dye moved that the next annual meeting | 


be held in Manchester. 
seconded and was carried. 
Dr. Dye moved that the meeting be adjourned. 
This motion was duly seconded and carried. 
The second and final meeting of the House of 
Delegates was adjourned at 9:45 a.m. 


This motion was: duly 


Car.eTon R. Metcatr, Secretary 
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_ CASE RECORDS OF THE 
MASSACHUSETTS GENERAL HOSPITAL 


Weekly Clinicopathological Exercises 
FOUNDED BY RICHARD C. CABOT 
Tracy B. Matiory, M.D., Editor* 
BenjJAMIN CasTLEMAN, M.D., Acting Editor 


Enitn E. Parris, Assistant Editor 


CASE 31381 
PRESENTATION OF CasE 


A fifteen-year-old boy was admitted to the 
hospital complaining of vomiting. * 

Two years before admission the patient first noted 
pain in the wrists and ankles following an upper 
respiratory infection. Precordial pain was also 
present. He had no nosebleeds but vomited several 
times. He stayed in bed several weeks and then 
gradually resumed his usual activities. He remained 
well until about six months before admission, when 
he caught a “cold” and developed a nonproductive 
cough, along with chest pain. Several weeks later 
he began to have nosebleeds and migratory joint 
pains, these symptoms persisting for about three 
months. During that period he noticed marked 
dyspnea and chest pain on exertion, orthopnea and 
ankle edema. Frequent headaches also occurred, 
coming on in the late morning and being most severe 
over the right eye. He lost about 17 pounds in 
weight. He occasionally had blurred vision, but 
no diplopia or dizziness. There was no history of 
convulsions. A week before admission the patient 
complained of nausea and since then had vomited 
once a day, usually in the morning. Soon after aris- 
ing he usually passed several loose stools. He had 
epigastric pain and eructations. No joint pains were 
noticed, and there was no upper respiratory infec- 
tion. Irregularities in the heart rate were occa- 
sionally noted. Episodes of costovertebral-angle 
tenderness occurred. 

Physical examination revealed a well developed 
and well nourished boy in no acute distress. The 
skin was warm and moist. The cervical and axillary 
lymph nodes were palpable. The heart was en- 
larged 3 cm. beyond the left midclavicular line. 
A harsh diastolic murmur was heard over the aortic 
area, and a faint systolic murmur along the left 
sternal border. At the apex a low-pitched, rumbling, 
diastolic murmur and a blowing systolic murmur 
were present. Rales were present at both lung bases. 
The neck veins were slightly distended and pulsated. 
The liver was palpabie two fingerbreadths below 
the right costal border and was tender. The tendon 
reflexes were somewhat depressed. Duroziez’s mur- 
*On leave of absence. 
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mur was heard over the femoral arteries, and“pistol 
shots”’ over the antecubital arteries. 

The temperature was 97°F., the pulse 100, and 
the respirations 20. The blood pressure was 140 
systolic, 55 diastolic. 

Examination of the blood on admission showed 
a red-cell count of 4,800,000, with 11.4 gm. of hemo- 
globin, and a white-cell count of 4500, with 61 per 
cent neutrophils, 32 per cent lymphocytes, 2 per 
cent monocytes, 4 per cent eosinophils and 1 per 
cent basophils. A week later the red-cell count was 
4,600,000, and the white-cell count 10,600. Uri- 
nalysis on admission showed an occasional white 
cell and granular cast. Succeeding specimens were 
negative. The corrected sedimentation rate on ad- 
mission was 0.35 mm. per minute, fising steadily 
to 0.80 mm. per minute a week before death. Sero- 
logic tests for syphilis were negative. The serum 
chloride was 86 milliequiv. per liter. Repeated blood 
cultures were negative. The stools were negative 
for occult blood. 

Fluoroscopy révealed enlargement of the left 
ventricle and auricle. The heart pulsation was dis- 
tinct. The hilar blood vessels were engorged and 
the vascular markings were increased throughout 
both lungs. There was no evidence of pleural effu- 
sion. An electrocardiogram showed a _ normal 
rhythm, at a rate of 100 per minute. The PR in- 
terval was 0.16 second, and the PR wave was nor- 
mal; S, was small, with a slight left-axis deviation; 
Q, was small, ST, sagging, T; diphasic, T, upright, 
ST, elevated, T; upright, and QRS, M-shaped. The 
venous pressure six days after admission, following 
transient clinical improvement, was equivalent to 
100 mm. of water. The circulation time by the ether 
method was 6 seconds, and by the calcium levu- 
linate method 20 seconds. 

During the patient’s hospital course the tem- 
perature varied from normal to 104°F. The pulse 
varied from 80 to 130, bei Sally about 110. The 


respirations w gone at times as high 
Maine 


as Aiba yspneic and orthop- 


thedung bases. The 
‘alternating and slightly 
pared e fourth hospital day the patient 


ice complained of abdominal pain 
and general discomfort. A week later these symp- 
toms became severer and more persistent. Liver 
enlargement increased. The patient was treated with 
complete bed rest, salicylates, digitalis, moderately 
limited fluids, ammonium chloride, Mercupurine, 
phenobarbital and a Schgmm diet. The patient 
expired on the nineteenth hospital day. 


DIFFERENTIAL DIAGNOSIS 


Dr. T. Duckett Jones: I should like to have the 
heart murmurs clarified. The description is not clear: 
to me. 

Dr. Benjamin CasTLEMANn: I shall read what the 
cardiologist said: 


| 
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There is a systolic murmur at the apex, less well heard 
at the base, and a low-pitched apical rumble, which may 
actually consist of two diastolic heart sounds. There is 
also a rather scratchy diastolic murmur of moderate pitch, 

t heard in the pulmonic area but also heard along the 
left sternal border. The pulmonic second sound is active. 


' Dr. Jones: Did he say anything about the 
diastolic murmur being heard at the aortic area? 

Dr. CasTLEMAN: It was best heard in the pul- 
monic area, but I imagine that it was also heard 
along the left sternal border. 

Dr. Jones: May we see the x-ray films? 

Dr. Mitrorp D. Scuu1z: These films were made 
two days apart, and there is no great change be- 
tween the two. There is no evident fluid in the 
pleural sinuses. The hilar vessels are prominent 
and the heart is enlarged in all diameters. The 
aortic knob cannot be seen, and the left upper bor- 
der is so straight that if the note did not say dis- 
tinctly that the cardiac pulsations were good, one 
would wonder if there were not some effusion into 
the pericardium. 

Dr. Jones: But they made a distinct note that 
the pulsations were good. This is a picture more of 
left-sided than of right-sided hypertrophy? 

Dr. Scuutz: There certainly is a fair amount of 
the cardiac shadow to the right of the midline, 
much more than a person of this age should have. 

Dr. Jones: It seems perfectly obvious that this 
boy had heart disease. The story goes back for at 
least two years, and one wonders whether he did 
not have some active process going on in the heart 
for ‘most of that time. I presume that he was seen 
by a physician two years before when he was in bed 
and that if we had records from that physician we 
could be certain of definite heart disease then. His 
symptoms were very suggestive of heart failure early 
in the course of his process. At the time of onset of 
both illnesses this boy had mild joint sympto- 
matology, which is thoroughly in keeping with 
rheumatic fever, but may occur in a great many other 
conditions. Patients with tuberculosis may have 
joint pains of a mild degree. Patients with dis- 
seminated lupus erythematosus have joint symp- 
toms. The pains were never severe. Certainly the 
experience in this war has been that joint sympto- 
matology is a striking feature of our diagnostic 
criteria and has to be considered one of the major 
diagnostic points in rheumatic fever, especially in 
the presence of evident heart disease, such as there 
is here. It is perfectly obvious that this boy had 
free aortic regurgitation. At least he had all the 
signs and symptoms of it. I cannot conceive of the 
findings having been anything else unless there was 
some strange and unusual congenital anomaly, 
which I should not expect. Progressive aortic 
disease in young people with rheumatic heart 
‘disease is not infrequent. 

The boy apparently had a mitral diastolic rumble, 
and as you know, well over 90 per cent of patients 
with rheumatic heart disease have some evidence of 
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mitral valvulitis at autopsy. The aortic murmur, 
however, seemed to be predominant over the di- 
astolic murmur heard in the mitral region, and I 


suppose the question should be raised whether the «= 


apical diastolic murmur was an Austin Flint type 
of murmur. I should say that there is no way of 
being certain of this. Where there is rheumatic 
heart disease it is impossible to be certain of an 
Austin Flint murmur, because the rheumatic process 
itself causes mitral valvulitis in such a high per- 
centage of cases. 

I do not believe that it is likely, but it is possible, 
that the findings here were on a basis other than 
rheumatic fever. We know well that pericarditis 
causes considerable enlargement: of the heart in 
all its diameters at times, and in some cases of 
pericarditis one may find all the murmurs that go 
along with rheumatic heart disease and which we 
usually consider to be evidence of valvulitis. So I 
think that we must differentiate here between 
pericarditis of undetermined etiology, possibly 
tuberculous, and rheumatic fever. I should think 
that the chief features are strongly in favor of 
rheumatic fever for the following reasons: He had 
obvious aortic disease, which, so far as I know, 
clinically does not occur even in greatly enlarged 
hearts due to pericarditis. His age is all right for 
rheumatic fever. The duration of the process is 
rather typical of some of the severe and progressive 
cases of rheumatic fever, and his chronic illness 
with severe heart failure is also quite characteristic 
of rheumatic fever. Perhaps he had more chronic 
left-sided heart failure than most young rheumatic 
fever patients have. He apparently had a great deal 
of therapy. As you doubtless know most of the 
young rheumatic fever patients have more right- 
sided failure than they do the left-sided or mixed 
types. In fact those who die with a fulminating 
acute occurrence of rheumatic fever usually do so 
with right-sided failure that comes on quickly, and 
their end comes rapidly. This boy, however, had 
cardiac enlargement, and it is probable that the left- 
sided and mixed pattern is accounted for by the left 
ventricular disease, which was a combination of in- 
fection and of the mechanical aortic defect. 

Against pericardial disease of nonrheumatic origin 
there are a good many features. The majority of 
patients who develop Pick’s disease (polyserositis, 
constrictive - pericarditis, mediastinopericarditis) 
have some evidence of cardiac tamponade, such as 
cyanosis and ascites. This may occur early in the 
course of the disease. Usually they do not have 
particularly large hearts; in fact, many of them have 
reasonably small hearts. This patient, for a period 
of two years, never developed ascites. No mention 
is made in this record of his having had cyanosis 
as an outstanding clinical finding. In addition, on 
the basis of the law of chances, as well as on the 
pattern delineated here, I presume that we are deal- 
ing with rheumatic fever. 


Vo 
1 


Vol. 233 No. 12 


There are of course other possibilities, among them 
periarteritis nodosa, but that is unlikely. The lungs 
were said to be clear and did not show the x-ray 
finding that one ordinarily gets in that disease. 
So far as I am aware, cases of lupus erythematosus 
disseminatus with symptoms suggestive of Pick’s 
disease usually have pleural thickening. I do not 
believe that they show so much cardiac hypertrophy 
as occurred here or that they have the murmurs 
heard in this case. In addition, this patient re- 
ceived all the usual treatment for heart failure. 
He had apparently been given salicylates for active 
rheumatic fever. We do not know the quantity 
used or the blood levels obtained. Certainly it was 
ineffective. All the various diuretics were ineffec- 
tive. I did not mention syphilis, because the pa- 
tient’s age is against it; also, the serologic tests were 
negative. I have never seen congenital syphilis 
cause cardiovascular disease of any importance. 

I believe this patient died of severe active rheu- 
matic fever, with pancarditis. The electrocardio- 
gram is rather suggestive of some pericardial disease. 
So I believe that, for once, Dr. Castleman has given 
me a straight case of rheumatic fever. | 


CurnicaL D1acGnosEs 


Acute rheumatic fever. 
Rheumatic heart disease. 


Dr. JoneEs’s DIAGNOSES 


Acute rheumatic fever. 

Rheumatic heart disease, with pancarditis. 
Mitral and aortic regurgitation. — 
Congestive failure. 


ANATOMICAL DIAGNOSES 


Acute rheumatic fever. 

Rheumatic myocarditis, severe. 

Endocarditis, chronic, rheumatic, mitral and 
aortic. 

Cardiac hypertrophy and dilatation. 

Petechial hemorrhages of pleura and peritoneum, 
with hemorrhage into peritoneal cavity. 


PATHOLOGICAL DiscussION 


Dr. CasTLEMAN: The autopsy showed an en- 
larged heart, weighing 450 gm., with hypertrophy 
of both the right and left ventricles. The heart was 
somewhat flabby: and dilated as well as hyper- 
trophied. On section the myocardium was ex- 
tremely soft and had a mottled yellowish-gray ap- 
pearance throughout both ventricles. It was so soft 
that we thought that there must be definite myo- 
cardial disease; it looked like infarction except 
that it was not localized to one area. The mitral 
and aortic valves were involved, but the lesions were 
really slight considering the murmurs that were 
heard. There was only slight thickening, with no 
appreciable stenosis so far as we could make out, 
on each valve, that is, the circumference of each 


CASE RECORDS OF THE MASSACHUSETTS GENERAL HOSPITAL 


361 


valve was within normal limits. On the mitral valve 
there was one firm polypoid vegetation, measuring 
less than 1 cm. There were no nodules on the 
aortic valve, and there was no interadherence. I 
should have supposed, from its gross appearance, 
that the valve was competent. 

Microscopic examination of the valves and the 
myocardium showed more Aschoff bodies than I 
have ever seen; every slide had a dozen or two in 
all stages, but most of them were acute. The valves 
also showed evidence of acute rheumatic fever. The 
pericardium was normal. The liver was enlarged 
and showed severe acute congestion, as did all the 
organs in the body. The pleura had numerous 
petechial hemorrhages, which one sees so often in 
acute rheumatic fever. 

One of the interesting findings was in the ab- 
domen. You will recall that the patient com- 
plained of abdominal pain, and that brings up the 
question whether there is such a thing as rheumatic 
peritonitis. A few papers have been written on 
it, but they are vague. One case has been 
reported in which the pathologist found active 
Aschoff bodies in the peritoneum.* We were unable 
to demonstrate any Aschoff bodies, but we did find 
in the lower abdomen a fair amount of fresh and 
old blood, as well as numerous petechial hemor- 
rhages over the serosa of the intestines that were 
similar to those found in the pleura. Our sections 
showed acute congestion of the capillaries and veins 
of the peritoneum and rupture of some of them. The 
extravasated blood was in the gutters around the 
bladder; some of it was brown, indicating that it 
had been there for some time, perhaps a week or so. 
I suppose that that accounted for the abdominal 
pain. 

Dr. Jones: It is not unusual .to have abdominal 
pain when the liver begins to go up and down like 
an accordion, as it did here. 

Dr. CastLEMAn: You believe that the abdominal 
pain was due to enlargement of the liver? 

Dr. Jones: Most of it. 

Dr. CasTLEMAN: This is the first case in which 
we have found actual lesions in the peritoneum that 
might account for abdominal pain, nausea and vomit- 
ing in a patient with acute rheumatic fever. 

Dr. Atrrep O. Lupwic: What about the lungs? 

Dr. CastLeman: The lungs showed evidence of 
old heart failure. There were a great many so-called 
“*heart-failure cells,” but not much acute con- 
gestion. 

Dr. Lupwic: Rheumatic pneumonia? 

Dr. CasTLEMAN: There was a little hemorrhage 
but not the volume that one sees in rheumatic 
pneumonia. The pericardium showed petechial 
hemorrhages but no fluid. 

Dr. Jones: I should like to bring out a point 
about the murmurs. In a heart this large, the 
auscultatory phenomena are not good criteria of the 

*Rhea, L. J. Rheumatic peritonitis. 4m. J. Path. 9:719-724, 1933. 
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amount of valvulitis. In relation to failure, the 
muscle damage is obviously so much more impor- 
tant than actual change in valvular structure that 
I think we overstress the murmurs in many of these 
cases. The present case is a good example of this 
point. Even in cases with real mitral stenosis, the 
myocardial disease itself has more effect on cardiac 
function than does the stenosis. We have heard 
all the murmurs in the acutely ill rheumatic fever 
patients in failure, with little valvular change at 
autopsy. This boy had his disease for only two 
years and it usually takes two, three or four years 
for real mitral stenosis to develop. 

Dr. CastLEman: Is it possible that the myocardial 
disease had some effect on the chordae tendineae, 
which might account for the murmurs? 

Dr. Jones: We have seen all types of murmurs 
with essentially normal valves in the children who 
die early in the course of rheumatic fever. 

Dr. CasTLEMAN: How does the myocardial disease 
produce murmurs? 

Dr. Jones: I do not know. Pericardial disease 
also is accompanied by murmurs. Ring changes in 
the region of the base of the valves and disparity 
in the size of chambers probably play a role. 

Dr. CasTLEMAN: The chordae tendineae were in- 
volved microscopically. 

Dr. Jones: I have wondered whether there might 
not be an attempt at a quantitative evaluation of 
the Aschoff distribution. Early rheumatic failure is 
right-sided. It may last off and on for a long time, 
even two, three or four years. I do not know why 
this should be unless it is the disparity between the 
volume of the right and left ventricles and the rela- 
tive greater importance of lesions in the smaller 
muscle of the right ventricle. This boy had left- 
sided failure, and hence, quantitative Aschoff body 
studies might be informative. 

Dr. CasTLEMAN: Our sections showed about the 
same amount of severe myocardial damage on both 
sides. 


CASE 31382 


PRESENTATION OF CASE 


First admission. A thirty-six-year-old man en- 
tered the hospital complaining of epigastric pain. 

Two months before admission he first noted gnaw- 
ing epigastric pain, radiating to the midscapular 
region, coming on two to three hours after meals, 
and partially relieved by food. Gas and distention 
after meals occurred, but there was no nausea or 
vomiting. Three weeks later he came to the Out 
Patient Department where, by x-ray examination, 
an active ulcer was demonstrated on the anterior 
wall of the duodenum. He was given a bland diet 
and belladonna, and his symptoms subsided. Two 
weeks later his symptoms recurred and nausea ap- 
peared. During the week before admission the pain 
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became much worse, interfering with sleep. There 
was no hematemesis or tarry stools. Physical ex- 
amination was negative except for epigastric tender- 


ness. After three weeks on an ulcer diet he was dis- _ | 


charged improved. 

Second admission (nine months later). The pa- 
tient was readmitted because of recurrence of symp- 
toms. X-ray examination showed an active duodenal 
ulcer, which partially healed during hospitalization. 

Third admission (three years later). Two months 
after discharge, after an alcoholic debauch, the pa- 
tient noted sharp, persistent epigastric pain, which 
was not relieved by alkalies. There was epigastric 
tenderness and spasm. The pain subsided but re- 
curred at irreguiar intervals. The patient was re- 
admitted during one of these attacks. X-ray ex- 
amination revealed an active duodenal ulcer, as 
previously. He was discharged improved on a bland 
diet. 

Final adensision (five years later). The patient 
walked into the Emergency Ward at 3:00 a.m. com- 
plaining of epigastric pain of sudden onset four- 
teen hours previously. The pain followed the drink- 
ing of beer and was associated with weakness and 
prostration. The pain increased in severity but 
was not accompanied by nausea or vomiting or ab- 
normal bowel movements. 

Physical examination showed a well developed, 
well nourished, acutely ill man in severe distress. 
The skin was ashen. The mucous membranes were 
dry. The abdomen was rigid, with generalized 
tenderness. No peristalsis was heard. There was 
bilateral costovertebral tenderness. 

The temperature, pulse and respirations were 
normal. The blood pressure was 130 systolic, 80 
diastolic: 

Examination of the blood revealed a white-cell 
count of 3800. The urine was negative. The stool 
was guaiac negative. 

Soon after admission a laparotomy was done. 
Preoperative medication consisted of 11 mg. of 
morphine sulfate and 0.4 mg. of scopolamine; 24,000: 
units of penicillin was given intramuscularly. At 
operation no point of perforation was found. The 


anterior surface of the duodenum was covered with . 


omentum. The abdomen was full of yellowish, .., 


viscid, odorless fluid. At the end of the operation 
the patient was in shock, with a blood pressure of 
70 systolic, 50 diastolic. He had received intrave- 
nously 800 cc. of 5 per cent dextrose in saline 
solution, with 5 gm. of sulfadiazine. He then re- 
ceived the following: 500 cc. of plasma, 500 cc. of 
blood, 500 cc. of plasma, 500 cc. of blood, 1500 cc. 
of 5 per cent dextrose in water and 500 cc. of 10: 
per cent dextrose in water. He did not respond. 
The blood pressure did not rise above 80 systolic. 
He received three 1l-mg. doses of morphine sul- 
fate after operation. 


He became anuric and died ten hours after com-- 


pletion of the operation. 


i 

| 
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DIFFERENTIAL DIAGNOSIS 


Dr. Gorpvon Donatpson: I think that we all 
agree that this seems to be a straightforward case 
until the final episode. It is the story of a man of 
fifty-four who had had repeated x-ray proof of an 
anterior-wall duodenal ulcer. This ulcer had im- 
proved under medical treatment but was worse 
when he became indiscreet about his diet. On read- 
ing over this story of frequent recurrence of symp- 
toms and of excessive alcohol intake, I am amazed 
that perforation had not occurred long before in 
the course of his disease. The last paragraph of 
the history, however, is a bit disconcerting; and I 
believe that, on the basis of what information we 
have, the presence of a perforated duodenal ulcer 
and peritonitis is unlikely. In the first place this 
patient walked into the Emergency Ward fourteen 
hours after what might have been perforation. 
Most patients are carried in when so long a time 
has elapsed between perforation and admission. 
Furthermore, I think that it is a little unusual to 
have.a patient with a long contact with the hospital 
wait for fourteen hours after such a catastrophe 
before he appears at the hospital for help. It is a 
little unusual to have no nausea or vomiting. More- 
over, although we have no readings of previous blood 
pressures, the pressure on entry was within normal 
limits. Of course, the white-cell count of 3800 is 
against peritoneal irritation from a perforated ulcer 
in an otherwise normal person. 

At operation we have further evidence that there 
was no gross perforation. The omentum was ad- 
herent and may have covered a tiny perforation; 
but the rapidly downhill postoperative course sup- 
ports the previous impression that he did not have 
a perforation. I shall, then, rather reluctantly dis- 
miss the likelihood of an anterior-wall duodenal 
perforation on the basis of the history, physical 
examination, operation and postoperative course. 
Another fact that sways me a little bit in ruling out 
ulcer is that he was operated on fourteen hours after 
the acute episode. It is quite well established now 
that in operative cases of perforated ulcer the mor- 
tality rate rises rather sharply with the increase in 
elapsed time from perforation to suture. After 
twelve hours the mortality is higher than it is in 
patients who are ochsnerized. It has become the 
policy to ochsnerize patients, certainly after twelve 
hours and often, as a matter of fact, before the 
twelve-hour limit is reached, depending on their 
general condition. So I believe that the man who 
operated on this patient did not operate for a per- 
forated ulcer. 

I. have listed other possibilities, perhaps in the 
order of likelihood. He might have had a formes 
frustes type of ulcer, in other words, an ulcer that 
had penetrated anteriorly through the bowel wall 
and had produced peritoneal irritation. At opera- 
tion the omentum was adherent to the anterior wall 
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of the duodenum, indicative of activity in that 
region. There are many points against this, how- 
ever. One would expect the white-cell count to 
have been higher, supposing, of course, that he had 
a normal reticuloendothelial system. Moreover, 
his postoperative course was not in keeping with 
this sort of mild lesion. Acute gastritis can produce 
such severe upper abdominal pain, but I think that 
it can be ruled out on many of the same points as a 
penetrating ulcer. Pancreatitis is a likely possibility 
and should be seriously considered. The costo- 
vertebral tenderness is of interest. One of the most 
constant signs of.pancreatitis is tenderness over the 
tail of the pancreas, and it is possible that the tender- 
ness was not truly at the costovertebral angle, but 
rather over the pancreatic bed. Classically, how- 
ever, one would expect a good deal of nausea and 
vomiting. Furthermore, the white-cell count is 
usually extremely high. So I am going to throw out 
pancreatitis and the possibility of a pancreatic stone. 
A pulmonary lesion, either bacterial or viral, should 
be mentioned but only in passing. We have no data 
on the chest. Appendicitis is always a possibility in 
a patient with upper abdominal symptoms, but I 
am sure that this would have been recognized at 
operation. He could have had a small vascular lesion 
in the mesentery of the small bowel. This might 
have been small enough to have been overlooked at 
operation, but I doubt it. The possibility of a malig- 
nant lesion somewhere, producing viscid fluid, 
should be mentioned, but I do not know where it 
could have been. The finding of viscid fluid bothered 
me considerably when I first read the history. It 
probably meant fluid resulting from the activity 
of mucus-secreting cells, and where these lay is a 
oe I do not know how to explain the viscid 
uid. 3 

So I believe that we have to look elsewhere for the 
diagnosis, particularly in view of the dramatic post- 
operative downhill course. The solid parenchy- 
matous organs ought to be considered. The one 
urinary examination is reported as negative. There 
were no liver studies. I suspect that the preopera- 
tive diagnosis was one that it was believed could 
be relieved by immediate operation. In retrospect, 
however, and reading between the lines, there are 
many points in favor of this patient’s having liver 
disease of some sort. I should guess that he was — 
more or less of an alcoholic. Or could he have had 
a viral type of hepatitis? The story brings to mind 
three cases with proved hepatitis. One patient was 
operated on and died, another was not operated 
on and died, and the third was not operated on and 
survived. Many features of this case remind me 
of these other cases. The story here, to be sure, 
is a little short and a little dramatic. I am not sure 
whether a viral hepatitis gives such a low white- 
cell count. The postoperative course is certainly 
consistent with disease in the liver. I should guess 
that the patient had a good deal of postoperative 
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discomfort and that the administration of so much 
morphine resulted in aggravation of the liver disease. 
He was given four 1l-mg. doses. I am suspicious 
of scopolamine. The use of scopolamine in a pa- 
tient about whom one knows so little is debatable. 
It is unfair to say anything about the fluid adminis- 
tration. The patient remained in profound shock, 
in spite of the administration of 4800 cc. of fluid in 
a rather short time. I believe that the anuria was 
secondary to low filtration pressure through the 
kidneys. 

Dr. Ropotro E. Herrera: We certainly did not 
get so close to the diagnosis as Dr. Donaldson has, 
even in the operating room. Although the patient 
walked into the Emergency Ward we were not im- 
pressed with his strength. He was doubled up and 
in acute distress. The abdomen was board-like 
and tender, with no peristalsis. We did not consider 
the low white-cell count, nor, as a matter of fact, 
would a negative x-ray film have made us rule out 
a perforated ulcer. We were sure that he had a 
perforated ulcer. 

When we opened the abdomen in the operating 
room there was a great deal of fluid, which was 
thicker than ascitic fluid; it was turbid, had no odor 
and looked like gastric contents. We searched for 
the perforation and found that the first portion of 
the duodenum was hidden by adherent edematous 
omentum. We searched thoroughly for a perforation 
but thought that we should leave as much adherent 
tissue over the duodenum as possible since we still 
believed that the perforation was walled off. We 
had a quick look at the liver, and because we found 
no perforation, we paid a good deal of attention to 
the head of the pancreas, which appeared to be nor- 
mal. The liver surface was covered with fibrin, and 
we believed that this change was probably due to 
irritation by gastric contents. We thought that it 
was unwise to prolong the operation, and since the 
blood pressure had dropped, we closed the abdomen 
quickly. 

The patient never regained consciousness but was 
restless in the early postoperative course; hence the 
medication. The amount of intravenous fluid given 
was tremendous in view of the short period during 
which it was administered. But we had aspirated 
2000 cc. of fluid from the peritoneal cavity. Further- 
more, if the duodenum was perforated, there would 
have been fluid loss into the peritoneal cavity. If this 
fluid contained hydrochloric acid, it would have led 
to peritoneal irritation and considerable peritoneal 
effusion. For that reason we gave over 4500 cc. 

Dr. Ronatp C. SnirFen: Did the fluid contain 
hydrochloric acid? 

Dr. HERRERA: We did not examine it chemically. 

Cuinicat D1acnosis 

Perforated duodenal ulcer. 


Dr. Dona.pson’s DiaGnosis 
Hepatitis. 
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ANATOMICAL DIAGNOSES 


Portal cirrhosis of liver, alcoholic type. 
Ascites. 

Healed duodenal ulcer. 

Splenomegaly. 


PATHOLOGICAL Discussion 


Dr. SniFFEn: At autopsy the abdomen contained 
300 cc. of thin turbid pinkish-gray fluid.. In the 
region of the pylorus, duodenum and liver there were 
fresh fibrinous adhesions, and fibrous adhesions 
bound the surfaces of the liver to the diaphragm. 
No duodenal ulcer could be found, but in the 
pyloric ring there was a l-cm. area that was puckered 
and scarred and possibly represented a healed ulcer. 
The mucosa of the entire gastrointestinal tract was 
edematous, especially that of the duodenum and 
colon. | 

The heart was dilated, and the lungs were 
edematous. The spleen weighed 750 gm., about 
four to five times its usual size. The liver weighed 
2710 gm. and had the brownish-yellow hobnailed 
surface that is typical of cirrhosis. 

Microscopic sections of the liver showed a long- 
standing and severe portal cirrhosis, with distorted 
lobules separated by a network of fibrous tissue. 
The process was active and seemed to have been 
recently aggravated, for there was an extreme fatty 
change in the parenchymal cells and many were 
degenerating. Furthermore, the mesenchymal tissue 
contained many lymphocytes and eosinophils but 
few neutrophils. In general the organ was hyperemic 
and edematous. A few of the liver cells contained 
the bright hyaline material so often seen in the 
alcoholic type of portal cirrhosis. 

With regard to the pain, some people with cir- 
rhosis suffer from so-called “‘pseudogallstone colic,” 
which may be explained by the sudden appearance 
of edema and hyperemia in the organ. 

Dr. Donatpson: How do you account for the 
type of fluid? 

Dr. SnirFEN: The abdominal fluid in cirrhosis 
may be turbid or milky if there is a high fat content. 
At the time of death its character was undoubtedly 
changed by the irritation of operative manipulation. 

Dr. Herrera: I should like to ask Dr. Garrett 
if he would comment on the medication, and Dr. 
Donaldson if he would make any exception to the 
rule of not operating on a perforated ulcer if it is 
twelve hours old or more. 

Dr. Joun W. D. Garrett: In retrospect, I be- 
lieve it was unfortunate that he was given as 
much as 11 mg. of morphine. I personally do not 
care to give scopolamine to a patient about whom 
I know nothing, although it is effective in the proper 
circumstances. The subsequent doses of morphine 
added to that already given were not ideal. 

Dr. Donatpson: I believe that the mortality 
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rate following operation on patients who have per- 
forated twelve hours previous to exploration is 
around 30 per cent. Several clinics have mortality 
figures on groups of patients who have not been 
operated on but rather treated conservatively by 
the Ochsner regime. After the twelve-hour limit 


the mortality figure in the latter group is lower. 


than that in the operated group. I do not know 
what exception there might be to this general rule. 
In the operated group the mortality rises rapidly 
after three hours. 

Dr. Herrera: If one is dealing with a young 
man, would one not be likely to accomplish some- 
thing by aspirating the gastric contents from the 
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abdomen even later than twelve hours after per- 
foration? 

Dr. Donatpson: I think that generally after a 
certain length of time there is considerable fibrin 
laid down, probably the result of chemical irrita- 
tion as much as anything else. This fibrin is often 
found sealing the right lobe of the liver over the 
perforation. Such a situation exists many times 
after six hours. After a certain length of time on 
conservative treatment, if abscesses do develop 
about the liver or in the pelvis, they can be dealt 
with at the proper time. If one can wait a number 
of days, the patient can be gotten into much better 
general condition for exploration, and the fluid 
collections will be better localized. 
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PROGRESS OF BLUE SHIELD 


ELSEWHERE in this issue of the Journal is a state- 
ment covering a recent meeting of the Subcommittee 
on Medical Economics of the Committee on Post- 
war Planning.’ By far the most significant action 
taken at this meeting pertains to the Massachusetts 
Medical Service, commonly known as the Blue 
Shield. The report that the president, Dr. James C. 
McCann, made to this committee deserves the 
careful consideration of every member of the Society. 
It bears testimony to the foresight of the Council 
in the development of the plan that was adopted 
and to the effectiveness with which the officers and 
directors of the Blue Shield have put it into effect. 

It is encouraging to note that the rapid expansion 
of surgical and obstetric coverage may permit, in 


onging to the 
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the near future, the inclusion of medical care in 
hospitals without an increase in premium and that 
the ultimate goal is complete medical care for the 
low-income group. 

One should not conclude that the Blue Shield as 


-it now functions is without its critics or that it is 


above criticism. That these have not prevented 
the rapid growth of the plan is to no small degree 
due to the continued efforts to eliminate errors as 
they are found and to the co-operation of the par- 
ticipating physicians and their desire to make this 
plan succeed. 

Dr. McCann’s report seems to justify com- 
pletely the confidence placed in him and the other 
officers of the Blue Shield and in those members of 
the Massachusetts Medical Society who have be- 
come participating physicians, and it warrants the 
serious consideration of those doctors who have not 
yet enrolled, with the hope that the list of par- 
ticipating physicians will soon include all members 
of the Society who are able to render the service 
offered. 


FOOD RATIONING CONTINUES 


Tue final ending of war in Europe was un- 
expectedly anticlimactic to a good many Americans; 
others of us had evaluated it for what it was worth — 
the ending of the first phase of our great two-front 
war, a long stride toward eventual victory and the 


opportunity to concentrate on our most distant and 


our most implacable enemy. 

We had realized the safety that had come so sud- 
denly to millions of our young men — temporary 
for some, more lasting for others. We had seen a 
few returning generals riding in their well earned 
triumphal processions; we had made a start in 
bringing back our soldiers from the European and 
Mediterranean theaters of operations, some for 
their final discharge from service and others for re- 
deployment to the Pacific. We had had an extra 
trickle of gasoline for civilian use, the promise of a 
beginning of reconversion of industry to peacetime 
pursuits and a new epidemic of strikes. We had 
not had the rapid withdrawal and discharge from 
service of those who fought in Africa and Europe; 
we were not pouring new cars off the assembly line; 
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nor had we been able to relax in any degree in our 
food-rationing program. We were, in other words, 
still engaged in a major war, although considerably 
more weary of it than we had been; we were still 
rationing food and fuel and many other civilian 
commodities; we were still trying to control prices 
and avoid inflation: in short, we were attempting 
to combat the usual evils that accompany even a 
successful war. 

Now, with the sudden and, to most of.us, un- 
expected cessation of hostilities with Japan, much 
of our wartime economy has disappeared with a 
disconcerting and almost suspicious celerity. We 
are left with the sensation, certainly not based on 
facts, that restrictions that could be lifted so 
quickly might have been a bit overdone in the first 
place. Overnight, gasoline, the extreme scarcity 
of which (except to black marketeers) most of us 
had been nobly accepting, began to flow like corn 
and wine in Beulah Land; blue-point foods, once 
as tight as their namesakes, the oysters, stood 
naked and -unashamed on the grocers’ shelves, 
devoid of all value except a grubby commercial one; 
it is even hinted that red meat, for lack of which 
a once virile nation developed acute hepatitis, may 
soon be point-free. 

It seems even a trifle indecent that the little hard- 
ships that we had worn, like our shabby shoes, 
with a certain spiritual’ dignity should be stripped 
from us. It is made to appear, almost, as if our 
petty luxuries represented the principles for which 
we had been making war and were hastily given 
to us, as soon as the firing ceased, before we had 
time to forget our bargain and to demand something 
more. We are still rationing foods, but not for long, 
and the sky’s the limit on pleasure-car production 
again. Down with the ration book; up with the 
dollar sign! Caveat emptor! Hurrah! 


MASSACHUSETTS MEDICAL SOCIETY 


SUBCOMMITTEE ON MEDICAL ECONOMICS 
COMMITTEE ON POSTWAR PLANNING 


A meeting of the Subcommittee on Medical 
Economics, Committee on Postwar Planning, was 
held on May 29, 1945. Besides the members of the 
subcommittee, Drs. Nathaniel W. Faxon and James 
C. McCann were present by invitation. 
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ment of medical service to the community. 


367 


The advantages and disadvantages of the plan 
for the postpayment of medical fees (Blue Triangle) 
were discussed. It was decided to postpone a de- 
tailed discussion of this subject until a later meet- 
ing, at which time one or more men who had been 
active in the study and organization of this plan 
would be asked to meet with the committee. 

The greater part of the meeting was given over 
to a discussion of the Blue Shield. Dr. McCann, 
president of the corporation, was present and sub- 
mitted a report, which is reproduced below. 

Following this report, there was a critical dis- 
cussion of the accomplishments and future pos- 
sibilities of the Blue Shield. Dr. McCann answered 
all questions freely and to the satisfaction of the 
committee. It was brought out that considerable 
confusion exists in the minds of both subscribers and 
doctors regarding the terms “limited subscriber’ 
and “unlimited subscriber.” It was brought out 
that the only really satisfactory way of avoiding 
confusion is for the surgeon to inquire of each pa- 
tient for whom hospital arrangements are being 
made whether he is a member of the Blue Shield 
and, if so, whether the subscriber is a limited or 
unlimited one. If he is in the over-income (limited) 
group it should be made clear that he may expect a 
bill from the surgeon, toward which the Blue Shield 
will pay the amount allotted on the fee schedule. 

The service principle of payment for medical care 
as used by the Blue Shield was explained by Dr. 
McCann, and after a detailed discussion, this was 
given the unanimous approval of the committee. 

It was further brought out that, at the present 
time, the subscriber whose income is $2000 ($2500 
with dependents) or less has all hospital, surgical 
and obstetric expenses paid for a period of three 
weeks, except the cost of x-ray examination in 
excess of $15. The matter of income limits was dis- 
cussed, and although no action was taken, the mem- 
bers of the committee thought that a $3000 limit 
would probably be fairer for the man with depend- 
ents than the present one of $2500. ; 

In summary, the committee took the following 
steps: it postpqned action on the plan for post- 
payment of medical fees, pending additional in- 
formation; it unanimously indorsed the principle of 
prepayment of medical expenses, specifically the 
service principle for the under-income group as in- 
dorsed by the Council and carried out by the Blue 
Shield; it unanimously indorsed the plan of the 
Blue Shield to extend coverage to include medical 
care of patients in hospitals as soon as it has met 
the requirements of the Commissioner of Insurance; 
and it recommended that all licensed physicians 
who are able to render the service offered should 
support and participate in this plan for the develop- . 


Levanp S. McKittrick, Chairman 
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Report on Massacuusetts Mepicat SERVICE 
Growth 


The growth of Massachusetts Medical Service, established 
by the Medical Society, has assumed 
tions that appear to assure it future success. By July, 1945 
there will probably be enrolled 150,000 subscribers in about 

groups. A recent survey shows that Massachusetts had 
a larger net enrollment for the first quarter of this year than 
any other medical-society plan in the country. 

The financial condition of the corporation is equally satis- 
fying. The established premium rates have made possible 
full Gelivery of all designated services, the payment of service 
fees in full to physicians and the nec accumulation of a 
substantial reserve. Shortly after establishing the program, 
it was apparent that all restrictions on pre-existing surgical 
conditions could be removed, and this has eliminated endless 
irritations for both the subscriber and the pareciae, Even 
after this step, the corporation successfully placed aside every 
month the 25 per cent of premiums required by the Com- 
missioner of Insurance as a reserve. After setting aside this 
reserve, after paying in full for all professional services and 
after meeting all administrative expenses, there is still a 
surplus of about 5 per cent of the total income, which com- 
prises a second reserve fund. . 

There are two basic reasons for this satisfactory result. 
First and foremost are the co-operation and confidence mani- 
fested by the majority of the profession in the Blue Shield. 
This happy state, unfortunately, has not characterized the 
ventures in some of the other states. Nearly four fifths of the 
actively practicing physicians in Massachusetts have signed 
contracts of participation in the program. Even the medical 
men, who have not as yet received benefits from the cor- 

ration, have willingly joined. This evidence of full support 

y the profession has been of paramount importance in pro- 
moting public support in our endeavor, and the enrollment 
figures are beginning to reflect public confidence. 
he second basic reason for the satisfactory result is the 
healthy and rational relation that we have maintained with 


the Blue Cross. On both sides there have been questions and 


some controversy, but these have always been satisfactorily 
resolved, and the basis of mutual good faith in our dealings 
has been sedulously protected on both sides. With their 
guidance, unnecessary and fancy extensions of overhead ex- 
ag have been avoided, which accounts in a large measure 
or our healthy financial state. Mr. Cahalane, executive 
secretary of the Blue Cross, is also executive secretary of the 
Blue Shield. Within recent months Mr. Cunningham, of the 
Blue Cross, has been assigned to devote all his time to the 
interest of the Blue Shield. The clearing of medical accounts 
is handled in an expeditious manner by Mr. Gilbreath, of the 
Blue Cross, and two secretaries. All matters not in the fee 
schedule are referred to special committees of physicians, and 
their findings are used. It is significant that 150,000 sub- 
scribers and 4500 physicians’ can have their medical-care 
services administered by the already established facilities of 
the Blue Cross with a few additional persons. This fact may 
well serve as an object lesson to other states undertaking 
a program to avoid heedlessly plunging into overhead expense 
from unnecessary duplication of administrative organization. 


Extension 


The established surplus indicates that by July, 1945, we 
shall have accumulated the $225,000 surplus required by the 

mmissioner of Insurance before expansion. It appears 
from actuarial study that medical care in the hospital may be 
added to the contract without increasing the premium rate. 
This whole problem will have to be studied by a committee 
of internists and practitioners, and approval by the 
Commissioner of Insurance will have to be procured. It is 
gratifying to be in a position to make a move that will ju - 
tify the confidence that the medical men have shown in the 
—— from the beginning. Our ultimate obligation to ex- 
tend the program to include at least some portion of medical 


_ care in the home and office is still kept in mind. 


Income Limits 


The question of the method of determining the income of 
subscribers as related to the income limitation for service 
contract was explored. It was pointed out that industry, 


which provides payroll deduction for the workers, will go _ 
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only so far in exposing incomes of workers. At present, when 
the program is presented to a group of prospective sub- 
scribers, the matter of income limits for the service contract 
is explained. On the back of the card they must indicate 
whether their total family incomes are above or below the _ 
limits. In this we have to proceed on the assumed truth- 
fulness of their statements. In instances in which false state- 
ments have been made, industry so far has been willing to 
verify income for the protection of the physician and the 
corporation. Discussion established to the satisfaction of 
the committee that costs and administrative problems would 
make it impossible for the Blue Cross to check constantly 
on income changes of the individual subscribers. The report 
a physician receives, however, states whether, at the time 
of enrollment, the subscriber was a limited (over-income) 
or an unlimited (under-income) person. The physician is 
free to investigate any change of status from the time of 
enrollment. It was agreed that the proper place for deter- 
mining any change is in the doctor’s office. In response to 
further questions it was brought out that, for the present, 
a graduation of premiums to meet a graduation of incomes is 
not practicable. 


Service Contract 


The committee was informed that Massachusetts is one 
of the few states which, without reservation, has put 
into effect a bona fide service contract for the lower-income 
group. There are no extra payments to the physician by 
the corporation; there are abeslataby no payments by the 
corporation to any nonparticipating physician; by and large 
there is no apparent overcharge to the low-income grou 
by the participating physician. In the few instances in whic 
this has occurred, the industries have advised their workers 
that they do not have to pay. There seems to be a tongue- 
in-the-cheek attitude on the part of some men in the head- 
quarters of the American Medical Association about the 
service type of contract. This attitude, unfortunately, has 
infected some of the state plans, so that they have under- 
taken a meaningless cash-indemnity insurance business. 
In the long run this will not satisfy the public, industry, 
labor or health groups who rightly seek bona fide protection 
for the under-income group by a prepayment service contract. 
Cash indemnity is a sham that imposes no obligation of 
restraint on the profession in its financial relations with the 


under-income group. 
spate C. McCann, President 
assachusetts Medical Service 
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DEATHS 

JOYCE — Roland J. Joyce, M.D., of Nashua, died July 8. 
He was in his fiftieth year. 

Dr. Joyce received his degree from Tufts College Medical 
School in 1920. He was a member of the Nashua and the 
Hillsborough County medical societies and served as president 
of the latter. ’ 

His widow, two daughters and two sons survive. 


TARBELL — Wallace H. Tarbell, M.D., of Contoocook, 
died July 20. He was in his seventy-fourth year. 
r. Tarbell received his degree from the University of 


Vermont College of Medicine in 1902. He was a fellow of the . 3 


American Medical Association. 
His widow survives. 


NOTICES 
NEW ENGLAND ROENTGEN RAY SOCIETY 
A meeting of the New England Roentgen Ray Society will 
be held at the Harvard Club of Boston on Friday, September 
21. There will be an x-ray conference at 4:30 on the topic 
“Diseases of the Gastrointestinal Tract,” conducted by Drs. 
Chester M. Jones and Robert G. Vance. At 8:00 p.m., the 
following program will be presented: 
Pneumonoconiosis. Dr. Louis Benson. 
Pulmonary Embolism. Dr.' Felix G. Fleischner. 
Interested physicians are invited to attend. 


(Notices continued on page xvii) 
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